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II. PURPOSE

P&LMS is committed to eliminating (wherever possible) or minimizing occupational exposure of employees to bloodborne pathogens and other potentially infectious materials. 

III. POLICY

The Pathology and Laboratory Medicine Service (P&LMS) maintains a program capable of educating employees on a continuous basis and strives to protect them from unsafe practices and health hazards associated with occupational exposure to blood and other potentially infectious materials in the laboratory. 
IV. RESPONSIBILITIES
A. The Medical Center or Hospital Director is responsible for:
1. Providing a safe workplace environment for all employees

2. Implementing an effective safety program which meets the requirements of the various accrediting agencies
3. Providing a medical surveillance program through the Employee Health Section for employees exposed to blood and other potentially infectious materials in the laboratory 
B. The Chief Pathologist, Pathology & Laboratory Medicine Service, and the Laboratory Manager are responsible for:
1. Providing a safe workplace environment for the employees and volunteers within the service

2. Enforcing the medical center/hospital policy and all relevant procedures regarding employee safety, and volunteers performing tasks within the P&LMS

3. Ensuring that the requirements of various accrediting agencies are fulfilled

4. Providing the designated laboratory safety officer with necessary support in obtaining resources and personnel to implement the Infection Control Plan

5. Ensuring that corrective action is taken for any problems/deficiencies identified
C. The designated Laboratory Safety Officer is responsible for:

1. Developing policies and procedures for operations that involve infection control specific to P&LMS
2. Reviewing and evaluating the Infection Control Guidelines on a biennial basis, or as needed

3. Documenting compliance of safe work practices via the P&LMS Quality Improvement Program 

4. Serving as Chairman of the Laboratory Safety Subcommittee

5. Performing annual evaluation of the effectiveness of the Laboratory Safety Infection Control Plan by thoroughly reviewing accidents, checking for patterns of accidents, prevention efforts, and presenting this information in the form of graphical analysis as related to the employee’s work section 
6. Confirming that prompt, corrective action is taken to prevent recurrence of accidents
7. Performing monthly inspection of the Laboratory Service and assuring compliance of the Safety Program

D. The Section Supervisor/Lead Technologist is responsible for:

1. Ensuring the training of employees with regard to infection control and observation of Medical Center safety policies and procedures

2. Educating and training employees in procedures relating to infection control specific to P&LMS

3. Monitoring and enforcing compliance with P&LMS and hospital/medical center policies

4. Ensuring that all laboratory work practices comply with service specific policies, as detailed in this plan

5. Enforcing safe work practices and the use of personal protective equipment within the assigned section
6. Investigating all reported accidents within the assigned section

7. Developing prompt, corrective infection control actions to prevent accident recurrence

8. Implementing appropriate corrective action when problems or deficiencies are identified to prevent accident recurrence

9. Assisting the designated Laboratory Safety Officer with ensuring that all employees receive adequate training and that this training is documented in the Employee Training Record

10. Advising employees of safe medical treatment or first aid should the need arise

11. Coordinating the entry of employee reported accident data into the ASISTS program

12. Coordinating the completion of the CA-1 and CA-2 if employee is filing for Workers’ Compensation

13. Coordinating the completion of the CA-17 if the employee needs to be seen by a physician
E. Each employee is responsible for:

1. Following established infection control policies and procedures designed to protect employees
2. Following the VA Medical Center safety policies and procedures
3. Following safe work practices and the use of personal protective equipment within the assigned section

4. Recognizing potential safety hazards and reporting them to appropriate supervisors in a timely manner
5. Reporting all incidents or accidents so that steps may be taken to prevent their recurrence

6. Completing mandatory training within the established time frame

7. Annual review of the P&LMS's Infection Control Guidelines
V. BLOODBORNE PATHOGEN EXPOSURE PREVENTION AND MANAGEMENT PLANS
The Lexington VA Bloodborne Pathogen Exposure Prevention Plan VAMC Lexington, KY Memorandum 111-01 (Attachment C) is a written plan to inform healthcare workers on how to protect themselves from diseases transmitted by contact with an infected person’s blood (i.e. HIV, Hepatitis B, and Hepatitis C).  The Lexington VA Bloodborne Pathogen Exposure Management Plan VAMC Lexington, KY Memorandum 111-02 (Attachment D) is a written plan to inform healthcare workers on how the medical center manages bloodborne pathogen exposures.  All employees have an opportunity to review this BBP EPP at any time. A copy of the prevention plan and the OSHA standard is accessible to all employees on the Lexington Intranet and on the Public Drive/+Infection Control folder.  
A. Bloodborne pathogen exposures occur through:

1. Needle sticks or cuts from sharp instruments contaminated with an infected patient’s blood or body fluids

2. Through contact of the eye, nose, mouth, skin, or mucous membranes with an infected patient’s blood or body fluids
B. Preventive practices include:
1. Engineering controls

Engineering controls are controls that isolate or remove the bloodborne pathogen hazard from the workplace 
a) biological safety cabinets 

b) sharps disposal containers

c) self-sheathing needles

2. Work Practice Controls

Work practice controls are controls that reduce the likelihood of exposure by altering the manner in which a task is performed.

a) Smoking, use of any tobacco product, eating, drinking, application of cosmetics and lip balm, manipulation of contact lenses is strictly prohibited in all technical work areas and phlebotomy areas.
b) Personal electronic devices (i.e. cell phones, personal digital assistants, text messaging or other wireless communication devices, portable music players, ear buds (wireless or wired), headphones (wireless or wired), and radios with wireless or wired headphones) should not be used in the technical work area in the following circumstances:

· When working with hazardous materials of any category (chemical or biological)

· When wearing gloves or other PPE, with the exception of a laboratory coat
· Occasionally, as work allows, you may need to respond to a text or phone call that requires your immediate attention.  It is appropriate to take off your gloves and other PPE, perform handwashing, and move to a clean area to respond to the text or phone call. 
· While performing work on laboratory specimens, data, or any process that may affect testing outcomes

· When in an area in which they might distract or interrupt others

· When in an area in which accidental release of protected health information could occur

· If they cannot be worn without hanging wires or other accessories that may pose an infection control or safety hazard (this includes wired or wireless ear buds, and wired or wireless headphones)
· If they interfere with an employee’s ability to detect potential hazards, such as hearing an alarm or an approaching obstacle 
· All personal electronic devices should be protected from laboratory hazards and possible contamination (do not handle with gloves on)

.
c) Mouth pipetting is strictly prohibited.

d) All procedures involving blood or other potentially infectious materials must be performed in such a manner as to minimize splashing, spraying, spattering, aerosolization, and generation of droplets of these substances.
e) Employees must change any contaminated clothing and wash hands before entering lunch or break rooms or public areas.  Protective clothing worn in the laboratory or patient care areas should not be worn outside the laboratory or patient care area.

f) Food and drink must not be kept in refrigerators, freezers, shelves, cabinets, or on countertops or bench-tops where blood or other potentially infectious materials are present.

g) Handwashing

Employees must wash their hands and any other body parts potentially contaminated with blood or other potentially infectious materials with soap and water immediately. Employees must also wash their hands immediately after removing gloves following procedures where exposure to potentially infectious material may have occurred.

3. Personal Protective Equipment
Personal protective equipment should cover all body surfaces that may come in contact with blood or other potentially infectious material.
a) Gloves – worn when it can be reasonably anticipated that the employee may have hand contact with blood, other potentially infectious materials, mucous membranes, and non-intact skin; when performing vascular access procedures; and, when handling or touching contaminated items or surfaces.  If employees are allergic to the gloves normally provided, alternatives will be provided.
b) Lab coats/aprons – protect skin and clothing
c) Masks/respirators – protect mouth/nose
d) Goggles – protect eyes
e) Face shields – protect face, mouth, nose and eyes
f) Hand hygiene
i. Wash hands with soap and water for at least 15 seconds
ii. Perform hand hygiene immediately after removing PPE 

a. When changing gloves between patients in the phlebotomy section, one may use an alcohol-based rub to cleanse hands after removing PPE  - only if PPE is not visibly contaminated with potentially infectious materials.
g) Proper waste disposal
h) Use of hazard communication – warning labels and signs
C. Post-Exposure Procedures include:
1. Cleaning

a) Wash needle sticks and cuts with soap and water
b) Flush splashes to the nose, mouth, or skin with water

c) Irrigate eyes with clean water or saline

2. Reporting

a) Report accidents immediately to supervisor, lab safety officer, and employee health

b) Post exposure treatment may need to start immediately
VI. MYCOBACTERIUM TUBERLOSIS (TB) PREVENTION AND EXPOSURE PLAN

For the complete Mycobacterium Tuberculosis Prevention and Exposure Control Plan, refer to VAMC Memorandum 111-03 (Attachment E)
A. Laboratory Work Practice Controls

1. Chief of Engineering Service/designee will be responsible for maintaining equipment and hoods in good working condition.  Repairs and scheduled maintenance will be provided as needed

2. Laminar flow hoods (biological) will be maintained according to contracts and re-certified by EPA standards

3. Appropriate employees are fit tested for N95 masks or Powered Air Purifying Respirator (PAPR) with head cover for TB protection.  The records are kept by the Occupational Health nurse and the industrial hygienist
B. Specimen Processing 

The infectiousness of a TB sample is directly related to the number of droplet nuclei carrying M. tuberculosis (tubercle bacilli) that are expelled into the air.  M. tuberculosis is transmitted through the air, not by surface contact.  Infection occurs when a person inhales droplet nuclei containing M. tuberculosis, and the droplet nuclei traverse the mouth or nasal passages, upper respiratory tract, and bronchi to reach the alveoli of the lungs. 

Mycobacteria can be isolated from almost any type of human specimen.  Tubercle bacilli may be present in sputum, bronchoalveolar lavages (BAL), pleural fluid, gastric lavage fluids, cerebrospinal fluid, urine, lymph nodes, and in tissues harvested from a variety of lesions. 

1. Tubercle bacilli may survive in heat-fixed smears and may be aerosolized in the preparation of frozen sections, wet mounts, assorted slide preparations, and during manipulation of liquid cultures.  Because of the low infective dose of M. tuberculosis (i.e., ID50 <10 bacilli), sputa and other clinical specimens from suspected or known cases of tuberculosis must be considered potentially infectious and handled with appropriate precautions.  
2. Personal protective equipment should cover all body surfaces that may come in contact with blood or other potentially infectious material.
3. Care should be taken when opening specimen containers, which may have been shaken during transportation to the laboratory.  Minimize aerosolization of the sample. 
4. The risk of infectious material spattering in an open Bunsen burner flame should be avoided when drying smears.  It is preferable to air-dry smears, and use a flame to fix the smears only when they are completely dry.  Disposable wooden applicator sticks or transfer loops are preferred for making smears.
a) Microbiology

iii. Personnel must use the laminar flow (biological) hood while processing all samples, including tissue before and after grinding
b) Anatomic Pathology

iv. Personnel must use the laminar flow (biological) hood while processing any unpreserved respiratory sample or any other unpreserved clinical sample suspected of containing M. tuberculosis. 
c) Hematology and Chemistry

v. Personnel must use the laminar flow (biological) hood while processing all respiratory samples and any other clinical sample suspected of containing M. tuberculosis.
d) Autopsy

vi. When TB is suspected in an autopsy case based on history, or gross findings, the organs are fixed in formalin for two weeks prior to further handling.  PPE is worn at all times in the Autopsy suite.
e) Frozen sections

vii. When called for a lung frozen section that requires specimen sectioning, all personnel are required to wear the appropriate sized N95 mask (in addition to appropriate PPE) or PAPR head covers until histological examination reveals no granulomatous inflammation.  If there is no granulomatous inflammation, the N95 mask or PAPR with head cover may be removed, and all other PPE will continue to be used.
viii. If granulomatous inflammation is identified on the frozen section, all tissue is placed in formalin including the frozen section block.

ix. The Frozen Section room (A606) is closed for one hour after the case is done to allow for clearing.

x. A sign indicating that a TB case is in progress is placed on the door while the room is clearing to prevent anyone without respiratory protection from entering.

xi. Histology is notified that a granulomatous inflammation case has been processed in the frozen section room.  Anyone who enters the room during the one hour period will wear an N95 mask or Powered Air Purifying Respirator (PAPR) with head cover for TB protection.

xii. The cryostat is disinfected and replaced by the backup cryostat during the disinfection process

xiii. If another frozen section is ordered before the room is cleared, the frozen section may be processed in the Histology section in room B110 on the backup cryostat or personnel will wear an N95 mask or Powered Air Purifying Respirator (PAPR) with head cover for TB protection.
C. The HCW and the TB and Tuberculin Skin Test (TST)* Surveillance Program
Note:  At this time, employee health programs at health care facilities and long term care facilities (LTCFs) continue to be impacted by the nationwide shortages of some medications used in tuberculosis (TB) infection control programs. Shortages of some formulations of Tubersol® brand of Tuberculin Purified Protein Derivative (tuberculin), which is used for tuberculin skin tests (TSTs), may not be resolved before 2014.

A blood assay for Mycobacterium tuberculosis (BAMT) is a recommended option for TB testing in health

care facilities and LTCFs during the tuberculin shortage. The QuantiFERON®-TB Gold In-Tube test and

the T-SPOT®.TB test are the two BAMTs marketed in the United States. Both tests are interferongamma

release assays (IGRAs). An IGRA may be used in place of, but not in addition to, a TST in all situations in which CDC recommends tuberculin skin testing as an aid to diagnosing M. tuberculosis infection, with preferences and special considerations noted in the full text of the 2010 Centers for Disease Control and Prevention (CDC) Guidelines about IGRAs, http://www.cdc.gov/mmwr/PDF/rr/rr5905.pdf 
*Our facility will use the QuantiFERON®-TB Gold In-Tube test in place of the TST until the Tubersol® shortage subsides.

1. The term HCW (health care worker) applies to all personnel (volunteers, students, employees, and workers without compensation (WOC)) working in this institution.

2. Counseling/educating the HCW’s regarding TB:

a) All new and current HCWs in the facility will receive education regarding TB. This training shall include: route of spread, procedures and techniques for prevention The of transmission, including the uses and benefits of infection control and environmental control techniques, medical conditions that increase the risk of progression from TB infection to active disease, modes of prevention and the importance of the TST* surveillance program, and importance of preventative chemotherapy for those infected with TB.

b) Initial education will be provided to all new employees during orientation by infection control (IC)

c) Additional TB education will be done as requested by individual services by Learning Resource Center (LRC), the person responsible for education in the service, or by the infection control practitioners (ICPs).
3. HCW Participation in the TST* surveillance program is mandatory. The notification procedure for TST* will be as follows:

a) A two-step TST* will be done at the time of employment. This includes HCWs who received a Bacille of Calmette and Guerin (BCG) vaccine. The negative TST* result from the 3 months preceding new employment (or a documented negative TST* result anytime within the previous 12 months) should be considered the first step of the baseline two-step TST*. If the HCW does not have documentation of any TST* result, the HCW should be tested with baseline two-step TST* (one TST* upon hire and one TST* placed 1-3 weeks after the first TST* result was read).

b) Because Lexington VA is a low risk facility based on the annual risk assessment, annual TST* ceased June 1, 2009. Should there be 3 or more TB patients in a year, the risk level would be elevated to medium and annual TST* would be immediately resumed.  Resuming annual TST* would include, testing annually, on or before the anniversary month, and at the time of separation from the facility. Employees that desire TST* should contact Occupational Health. TST* will continue in the event of an exposure.

c) Should annual TST* resume, the supervisor will be sent an annual notification for their employees the month prior to the due date. This should be forwarded by the supervisor to the employee.

d) Occupational Health Service may administer and read each employee’s TST* in the employee’s service area or in the Occupational Health Nurse Office.

e) If the employee does not have the test, Health Service will notify the employee's immediate supervisor of this deficiency by e-mail.

f) At the beginning of the 2nd month, the first delinquency message will be sent by email to the employee and the chief of the service.

g) Two weeks later, if the test has not been done the director will be notified.

h) Procedure for HCW TST* placing and reading will be identical to that described for patients. The Occupational Health nurse will interpret TST* of HCWs.

i) Employees with a positive TST*(or a positive QuantiFERON®-TB Gold In-Tube test) will be evaluated by Occupational Health Service with a baseline chest x-ray and be referred for follow-up to the Infectious Disease Clinic.

j) Employees with a TST*(or a positive QuantiFERON®-TB Gold In-Tube test) conversion will be evaluated and be cleared for duty by Occupational Health Service in consultation with an Infectious Disease physician.
k) Work restrictions for employees with suspected or proven active TB:

xiv. All HCWs, with active pulmonary or laryngeal TB, will be excluded from work until adequate treatment is instituted, cough is resolved, and sputum specimens are negative on three consecutive AFB smears.

xv. Documentation of the above conditions will be provided to Occupational Health Service and/or IC personnel before return to work.
D. Reporting HCWs with TB

1. Occupational Health Service will record all HCWs with TB infection, i.e., a positive TST*(or a positive QuantiFERON®-TB Gold In-Tube test) (except pre-employment), and TB disease to safety for inclusion in the OSHA 200 log

2. Any full-time HCW with TB infection who progresses to TB disease will have the original entry on OSHA 200 log updated to reflect new information.

3. All other reporting requirements for the federal and state agencies will be performed by the ICPs through the office of the hospital epidemiologist

4. Occupational Health Service will maintain data on the TST* surveillance program and provide quarterly/annual reports to the ICC on overall compliance, conversion rates sorted by service, and/or locations within the institution
E. TB exposure evaluation

1. All investigations of potential patient and/or HCW exposure to a source patient with infectious TB, for whom adequate IC procedures had not been taken, will be initiated by the hospital epidemiologist and the ICPs in close collaboration with Occupational Health Service.

2. Candidates who qualify for evaluation include:

a) Patients who are exposed to a source person with active TB prior to initiation of appropriate precautions will have a TST* performed and documented by the responsible resident/attending at the time of the identification of the incident. Follow-up testing of those with negative results will be done twelve weeks after the initial TST*.
b) HCWs: Each exposed HCW (except those who are already known to be positive reactors) will receive a TST* as soon as possible.

xvi. If the TST* is negative, the test will be repeated twelve weeks after the exposure has ended.

xvii. Persons with positive TST* reaction of > 5 mm (or a positive QuantiFERON®-TB Gold In-Tube test)  in duration or with symptoms suggestive of active TB will have a chest x-ray examination done and other evaluations as appropriate.

xviii. Persons with previously known positive TST* reactions (or a positive QuantiFERON®-TB Gold In-Tube test), who have been exposed to an infectious patient, will be evaluated for active TB but will not require a repeat TST*. A chest x-ray examination will not be done unless they have symptoms suggestive of active TB.
F. Resources
http://www.cdc.gov/tb/topic/laboratory/BiosafetyGuidance_xdrtb.htm
http://www.biosafety.be/CU/PDF/Mtub_Final_DL.pdf
http://www.ncbi.nlm.nih.gov/pubmed/7855915 
Lexington, KY VAMC Mycobacterium Tuberculosis Prevention and Exposure Control Plan, refer to VAMC Memorandum 111-03
http://apps.who.int/iris/bitstream/10665/77949/1/9789241504638_eng.pdf 
CLSI document Clinical Laboratory Safety (GP-17 A3:2012)

Attachment A:  ANATOMIC PATHOLOGY LABORATORIES (Surgical Pathology, Cytology, Gross Laboratory, Frozen Section Laboratory, and Morgue) INFECTION CONTROL GUIDELINES
PURPOSE: Establish Infection Control Guidelines and Policy to reduce risk of infections among patients, visitors, and anatomic pathology laboratory section personnel during diagnostic or therapeutic procedures. These guidelines are supportive of the hospital's Infection Control Program and receive guidance and approval from the Infection Control Committee.
POLICY: It is the policy of the Anatomic Pathology Laboratories Section personnel to promote quality patient care and the well-being of employees by adhering to these Infection Control guidelines.
(1). RESPONSIBILITY:
a. The Chief of Pathology and Laboratory Medicine Service, is the responsible official. The Chief or designee is responsible for:
(1). Develop infection control policies/procedures related to Laboratory.
(2). Ensure personal protective equipment for Standard and Transmission Precautions is available to staff.
b. The Supervisor/Technical Director is responsible for orienting employees/Resident Physicians in Infection Control policies and guidelines pertinent to their duties and to monitor and enforce compliance.
c. All personnel (employees and volunteers) will:
(1). Support and participate in multi-disciplinary Infection Control efforts and will specifically accept responsibility for Infection Control as stated in this policy.
(2). Initiate, maintain, and adhere to the procedural guidelines listed in this memorandum as well as the policies in the Infection Control Employee Health Manual and other policies as applicable. The Infection Control Employee Health Manual and departmental infection control guidelines are found on VA computers (my computer/Public drive/+lnfection Control/Employee Health Manual.doc) and individual policies can be found on the Lexington Intranet.
(3). Be responsible for keeping surfaces and equipment free from contamination with infectious agents.
(4). Monitor patient care practices and report infection control problems to the supervisor. 
(5).  Refer new practices, equipment, and standards to the supervisor and/or infection
control for compliance with infection control standards.
(6). Assists in establishing written infection control guidelines, policies, and procedures as applicable.
(7). Orient, observe, assess, and enforce infection control guidelines, policies and procedures on the part of all staff.
(8). Collaborate with the infection control staff regarding infection control issues.
(9). Collaborate with the Biomedical Department and Environmental Management Service to assure proper maintenance and sanitation of equipment.
(10). Assure that all personnel adhere to the Infection Control guidelines.
(11). Ensure that all procedure supplies are current with no expired items used or stored in the procedure area.
d. Hospital Epidemiologist and Infection Control Practitioners:
(1). Are available for consultation and training.
(2). Collaborate with physicians, nurses, and other staff in providing in-service programs. (3). Review Infection Control issues relating to the Anatomic Pathology Laboratory Section
for compliance with infection control standards.
(4). Any problems that arise and cannot be corrected will be referred to the Hospital Epidemiologist.
(5). The Hospital Epidemiologist or designee will direct epidemiological investigations as needed.
(6). Any nosocomial hazard identified by an employee after regular working hours, holidays, or weekends will be reported to the supervisor of the Anatomic Section or the Pathology Resident on call, who at his/her discretion will contact a member of Infection Control.
e. Environmental Management Services will be responsible for most housekeeping needs, including daily floor cleaning, disposing of waste, and picking up of sharps containers.
f. The Chief of Engineering Service or designee will be responsible for maintaining equipment and hoods in good working condition. Repairs and scheduled maintenance will be provided as needed.
g. Infection Control Committee reviews and approves all infection control policies and any infection control issues from the Anatomic Pathology Laboratory Section.
4. GUIDELINES
a. Patients: Blood and body substances from all patients will be considered potentially infectious and standard precautions will be used in the care of all patients to prevent the transmission of bloodborne diseases.
b. Visitors:
(1). Absolutely no casual or unauthorized visitors without official business will be allowed into the gross examination room during a dissection.
(2). Hospital personnel from other services are permitted within the specimen handling/examination areas only on official business.
c. Personnel:
(1). Employees with a known or suspected infection (e.g., rash, overt skin or wound infection, acute gastrointestinal or respiratory tract) will report to his/her supervisor. The supervisor will send the employee to Employee Health or, after hours to the Emergency Department or Walk-In Clinic. If it is determined by the physician that the employee is fit for duty but is a threat for direct patient care and/or related duties will exacerbate the condition, the supervisor will assign the employee to other duties. Employees who are relieved of their duties because of illness, will need to receive clearance form Employee Health before returning to work.
(2). There will be no smoking, eating, drinking, use of any tobacco substances, or applying cosmetics in the laboratory work areas.
(3). Each section has telephone(s) that are designated as "clean". Personnel will r:,ot handle these phones or any uncontaminated objects while gloves or hands are contaminated. Phones should be disinfected daily using the appropriate germicidal wipe.
(4). Hand hygiene is the most important prevention measure of nosocomial infection. Hand hygiene will be done per Memorandum 111-09.
d. Dress Code:
(1). In all anatomic pathology areas, disposable gloves will be worn while handling body fluids, fresh organs and tissues, while cleaning after dissections, and while performing and procedures known to be hazardous or designated by a pathologist to be hazardous. Aprons, gowns, face shields, and/or mask with goggles will be worn when splashing or aerosolizing of blood or other potentially infectious material may occur.
(2). Damaged gloves should not be used and should be replaced immediately. Hands must be washed after removing damaged gloves.
(3). Personal protective equipment worn during gross examination of tissues will be removed before leaving the gross examination room. Laundry items will be placed in the laundry bags, and disposable items will be placed in the biohazardous waste bag.
(4). Lab coats may be worn outside of the laboratory to patient care areas when transporting blood products or laboratory samples. Lab coats are not to be worn to other areas of the hospital such as the cafeteria or lab break room or outside the hospital.
(5). All lab coats must be laundered by Environmental Management Service.
e. Equipment Cleaning and Sterilization/Disinfection:
(1). Pathology Residents and Anatomic pathology personnel will keep all equipment clean and maintained according to manufacturer's instructions and service manuals.
(2). All used needles and disposable blades/knives will be discarded into a needle/sharp disposal container. Used needles will not be recapped unless a needle recapping device is used (i.e., during a fine needle aspiration biopsy).
(3). The "Gross Lab" dissection surface will be disinfected after use with the hospital approved disinfectant.
(4). In the surgical pathology and cytology areas, work surfaces will be cleaned with the hospital approved disinfectant.
(5). Supplies will be removed from corrugated shipping boxes and placed on shelves to protect them from water splatter.
(6). Disposable Equipment Supplies: In the surgical pathology and cytology laboratories, disposable gloves, towels, and other equipment/supplies that have contact with the fresh specimens must be discarded into biohazardous waste containers.
(7). Non-disposable Equipment:
a. After each gross dissection, all used non-disposable instruments will be soaked overnight in the hospitals approved detergent/disinfectant solution for at least 10 hours.
b. In the surgical pathology and cytology laboratories, contaminated but non-disposable equipment will be soaked and cleaned after each use in a solution of 10% bleach.
f. Specimens:
(1). All biological specimens/tissues will be considered as potentially infectious and will be handled with appropriate barrier precautions.
(2). All specimens will be transported to other areas in a manner which prevents leakage and accidental spills (i.e., double-bagged in impermeable containers).
(3). Holding areas for cadavers and fresh tissue will be maintained at a temperature of 2-6° Celsius. Tissues not retained fresh in this manner will be placed promptly in a fixative.
(4). Organs and tissues being discarded from surgical pathology will be placed in an appropriate biohazardous waste container which will be picked up by Environmental Management Service personnel for incineration.
(5). Spills of body fluids will be immediately cleaned with the hospital approved disinfectant.
Gloves must be worn when cleaning up spills.
(6). In Cytology, left over fresh specimens will be discarded into a biohazardous waste container which will be picked up for disposal by Environmental Management Service personnel.
(7). The following procedure will be followed if a specimen container leaks:
a. The anatomic section employee may reject a specimen which arrives in a grossly contaminated condition. The deciding factor should be if the specimen could be recollected.
b. Wearing disposable gloves, the employee will clean the outside of the container and other contaminated surfaces with a gauze soaked with the hospital approved disinfectant.
c. If the accompanying requisition slip is also contaminated, the employee will request a new one, or if entered electronically, reprint the request form.
g. Cultures: Environmental cultures, when required, will be performed by the Infection Control team, with the assistance of the Clinical Microbiologist section.
h. Isolation Procedures:
(1). Gloves and a laboratory coat or gown must be worn when examining unfixed human tissues. In addition to the known infectious disease risks, it is likely that advances in medical knowledge may bring to light presently unrecognized hazards. The potential dangers of handling tissues of patients with Creutzfeldt-Jakob disease or rabies, proven or possible, hepatitis Band HIV should be appreciated. Equipment will be disinfected after use on the above type of tissue using 1.0 N sodium hydroxide or 0.5% sodium hypochlorite (undiluted bleach) for one hour, depending on the type of tissue. Please refer to Memorandum 111-10 Infection Control Guidelines for Creutzfeldt-Jakob Disease and Other Prion-lnduced Diseases. Or rabies, proven or possible, hepatitis B, and human immunodeficiency virus should be appreciated. Equipment will be disinfected after use on the above type of tissue using 1.0 N sodium hydroxide or 0.5% sodium hypochlorite (undiluted bleach) for one hour, depending upon the type of equipment and the manufacturer's recommendations. Hands should be washed with soap and water. Do not use a hand brush as this abrades the skin. If an accidental puncture wound or cut occurs, it should be cleaned with an iodophor or phenolic antiseptic or sodium hypochlorite (bleach) and reported promptly to Employee Health.
(2). Handling Creutzfeldt-Jakob tissue:
a. Any preparatory work should be done within the gross examining area, Room B-115.
b. Utilize appropriate safety barrier equipment (double glove, face shield and mask, fluid resistant protective gown).
c. Tissue will be pretreated with concentrated solution of Formic Acid prior to processing.
d. A simple and effective method for inactivating slow virus infectivity in formalin fixed tissue samples from patients with Creutzfeldt-Jakob Disease follows:
(1). Fix brain and cord sections in the usual manner using 10% buffered neutral formalin for 2-7 days.
(2). Carefully pour off formalin, "see note", and place in concentrated Formic acid (88- 96%). Allow sections to remain in Formic acid exactly one hour.
(3). Carefully pour off Formic acid, "see note", and place back in 10% formalin. Allow to remain in formalin for another 24-48 hours then process on the automatic tissue processor in the usual manner. This treatment totally inactivates the Creutzfeldt-Jakob Disease virus.
Embed section and stain in the usual manner. An H&E stain is all that is required to render a diagnosis of Creutzfeldt-Jakob Disease. Note: All waste liquids will be held for disposal by incineration. Use plastic containers to prevent spills in case of breakage.
e. Any remaining tissue is placed in an appropriate biohazard container. (3). Fine Needle Aspirate:
An N95 filter mask or a Powered Air Purifying Respirator with head cover, which has been custom fitted by the Industrial Hygienist or designee, must be worn when entering a respiratory isolation room to perform a fine needle aspirate.
i. Autopsy:
(1). The autopsy room is operated by the University of Kentucky. The applicable universal precautions will apply. Excess tissues and organs not submitted to VA Pathology and Laboratory Medicine Service for pathological examination will be disposed of by the University following their established procedures. Carts used by the University of Kentucky for transporting cadavers to and from the autopsy room shall be covered with a disposable plastic liner before use, and this liner will be discarded in the biohazardous waste container. Carts will be mechanically cleaned after use with the hospital approved disinfectant. This is the responsibility of the University of Kentucky. The VA Pathology and Laboratory Medicine Service is responsible for assuring that all empty carts for transporting cadavers have been cleaned and for providing disposable gloves and gowns for use in the VA morgue.
(2). Copies of Provisional Anatomic Diagnosis will be forwarded to the Chairman, Infection Control Committee, for review and if necessary, action to determine if any personnel who may have been exposed to patients with unsuspected communicable diseases.
j. Frozen Section Room, A606a:
Bench tops and cutting boards are cleaned and disinfected after each use. Instruments are disinfected by placing in instrument germicide. Cryostats are cleaned immediately after each use with absolute ethyl alcohol. If, however, there is a possibility the instruments have been contaminated by fungi, tuberculosis, or other bacterial contaminants, disinfection is performed on Cryostat using the ultraviolet function in the control screen. Cryostat is cleaned with Virex (or similar antibacterial, antimicrobial, tuberculocidal, anti-viral cleaning solution) before the Ultra-Violet cycle (all debris must be removed before Ultra-Violet cleaning), then cleaned thoroughly with absolute ethyl alcohol. Surgical Pathology personnel will bag all biohazardous waste and deliver to room A607 and place in a red biohazard container for disposal.
Environmental Management Service will perform routine cleaning of the area.
K. Controls on the System: The supervisor, Anatomic Pathology Section, is responsible for monitoring Infection Control compliance. Identification of non-compliance will be brought to the service/section chiefs attention for assessment and appropriate corrective intervention.
(1). The Infection Control guidelines for Anatomic Pathology are updated every five years and referred to the Infection Control Committee for approval.
(2). Environmental rounds will be made by the Infection Control staff as deemed necessary or upon request of the service.
I. Infection Control Education: All employees will receive an initial orientation to the Infection Control program of this medical center and Pathology and Laboratory Medicine Service; and employees whose jobs have infection control implications will receive orientation including defining their role in infection control by several mechanisms:
(1). All employees will receive an initial orientation to the Infection Control program during New Employee Orientation.
(2). Employees whose jobs have infection control implications will be instructed in the specifics of current memorandums and any special guidelines related to their specific duties by the section/service chief or designee.
(3) Requests can be made for Infection Control to provide additional training on infection control issues as needed.
(4). Documentation of service/section specific education will be the responsibility of the
section/service chief.
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Attachment B:  CLINICAL PATHOLOGY LABORATORIES (Blood Bank, Chemistry, Hematology, Urinalysis, Microbiology, Serology and Phlebotomy) INFECTION CONTROL GUIDELINES

1. PURPOSE: Establish Infection Control Guidelines and Policy to reduce the risk of infection among patients, hospital employees, and visitors. Establish procedures for the Microbiology Section in concert with the hospital Infection Control Committee to provide epidemiologic surveillance of infectious disease. These guidelines are supportive of the Medical Center's Infection Control Program and receive guidance from the Infection Control Committee.
2. POLICY: It is the policy of the clinical pathology sections to promote quality patient care and the well-being of employees by adhering to these Infection Control Guidelines.
Blood Bank Section: (REF: MCPM 113-1, Blood Bank Policies and Procedures).
(1). Procedures will conform to American Association of Blood Bank: "Standards for Blood Banks and Transfusion Services".
(2). Outside agencies will be utilized to obtain transfusion products. The authorized agencies will perform infectious agent testing as specified by the U.S. Food and Drug Administration.
3. RESPONSIBILITY:
a. The Chief, Pathology and Laboratory Medicine Service or designee is the responsible official and is responsible for:
(1). Developing infection control policies/procedures related to Laboratory.
(2). Ensure personal protective equipment for Standard and Transmission Precautions is available for staff.
(3). Orienting the Pathology and Laboratory Medicine Service personnel in Infection Control policies and guidelines.
b. The Supervisor/Technical Director is responsible for: Orienting employees in Infection Control policies and guidelines pertinent to their duties and to coordinate, monitor, and enforce compliance.
c. All personnel (employees and volunteers) will:
(1). Support and participate in multi-disciplinary Infection Control efforts and will specifically accept responsibility for Infection Control as stated in this policy.
(2). Initiate, maintain, and adhere to the procedural guidelines listed in this memorandum as well as other policies as applicable.
(3). Be responsible for keeping surfaces and equipment free from contamination with infectious agents.
(4). Monitor patient care practices and report infection control problems to the supervisor. (5). Refer new practices, equipment, and standards to the supervisor and/or infection
control for compliance with infection control standards.
(6). Assists in establishing written infection control guidelines, policies, and procedures as applicable.
(7). Orient, observe, assess, and enforce infection control guidelines, policies and procedures on the part of all staff.
(8). Collaborate with the infection control staff regarding infection control issues.
(9). Collaborate with the Biomedical Department and Environmental Management Service to assure proper maintenance and sanitation of equipment.
(10). Assure that all personnel adhere to the Infection Control guidelines.
(11). Ensure that all procedure supplies are current with no expired items used or stored in the procedure area.
d. Hospital Epidemiologist and Infection Control Practitioners:
(1). Are available for consultation and training.
(2). Collaborate with physicians, nurses, and other staff in providing in-service programs. (3). Review Infection Control issues relating to the Clinical Pathology Laboratory Section
for compliance with infection control standards.
(4). Any problems that arise and cannot be corrected will be referred to the Hospital Epidemiologist.
(5). The Hospital Epidemiologist or designee will direct epidemiological investigations as needed.
(6). Any nosocomial hazard identified by an employee after regular working hours, holidays, or weekends will be reported to the supervisor of the Anatomic Section or the Pathology Resident on call, who at his/her discretion will contact a member of Infection Control.
e. Environmental Management Services will be responsible for most housekeeping needs, including daily floor cleaning, disposing of waste, and picking up of sharps containers for disposal and incineration.
f. The Chief of Engineering Service or designee will:
(1). Provide preventive maintenance on equipment and ventilation systems. (2). Maintain equipment and fume hoods in good working condition.
(3). Provide service contracts for laminar flow hoods in microbiology.
(4). Will not perform repair or maintenance on equipment soiled with blood, body fluids, or other potentially infectious material. However, Engineering Service personnel may perform repairs to equipment used to perform laboratory testing such that personal protective equipment may be required.
g. Infection Control Committee reviews and approves all infection control policies and reviews data related to infections from invasive procedures.
4. GUIDELINES:
a. Patients:
(1). Standard Precautions are used in the care of all patients to prevent the transmission of blood borne diseases.
(2). Patients who are coughing will be offered tissues or a mask depending on their ability to cover their nose and mouth. Tissues are to be disposed of directly into a trash can.
(3). Transmission precaution must be maintained for patients.
b. Visitors:
(1). Patients or visitors will not be allowed in the analytical areas of the laboratory without specific approval from section supervisors or designees.
(2). Medical center employees from other services are permitted in the clinical sections of the laboratory on official business.
c. Personnel
(1). Employees with a known or suspected infection (e.g., rash, overt skin or wound infection, acute gastrointestinal or respiratory tract) will report to his/her supervisor. The supervisor will send the employee to Employee Health or, after hours to the Emergency Department or Walk-In Clinic. If it is determined by the physician that the employee is fit for duty but is a threat for direct patient care and/or related duties will exacerbate the condition, the supervisor will assign the employee to other duties. Employees who are relieved of his/her duties because of illness will need to receive clearance from Employee Health before returning to work.
(2). There will be no smoking, eating, drinking, use of any tobacco products, or applying cosmetics in the laboratory work areas.
(3). No food or beverages will be stored in analytical areas or in refrigerators containing biological specimens or reagents. There will be no food or drinks in the Pathology and Laboratory Medicine Service storage areas.
(4). Each section has telephones that are designated as "clean". Personnel will not handle these phones or any uncontaminated objects while gloves or hands are contaminated. Phones should be disinfected daily using the hospital approved disinfectant wipe.
(5). Hand hygiene is the most important preventative measure of hospital acquired infections. Hand hygiene will be performed per Memorandum 111-09, Hand Hygiene for Healthcare Workers.
d. Dress Code:
(1). Employees who process/perform testing of laboratory specimens will wear a buttoned/zipped laboratory coat to prevent soilage of clothing with blood or body fluids. Laboratory coats may be worn outside of the laboratory to patient care areas when transporting blood products or laboratory specimens. Laboratory coats are not to be worn into other areas of the hospital such as the cafeteria or laboratory break room or outside of the hospital.
(2). Clothing will be changed immediately if contaminated with blood or body fluids or other infectious material.
(3). All laboratory coats must be laundered by Environmental Management Service.
e. Equipment and Sterilization/Disinfection:
(1). Traffic is controlled where needed to maintain separation of clean from dirty areas, segregate clean/sterile supplies from contaminated materials and ensure that only authorized personnel enter the linen room or utility rooms.
(2). Needles/Syringes are a hazard to laboratory personnel, and if disposed of carelessly, to other medical center employees. Immediately after performing a phlebotomy procedure, needles/syringes/butterfly sets will be disposed of in a sharps container. Bending, breaking, or recapping needles is strictly prohibited. OSHA regulations prohibit the removal of a needle or butterfly set from the plastic holder. The holder/needle or butterfly set combination must have the safety mechanism activated prior to disposal and must then be disposed of in a sharps container following each phlebotomy procedure.
(3). Laminar flow hoods (biological) will be maintained according to contracts and re­ certified by Environmental Protection Agency standards.
(4). Laboratory personnel are required to keep all equipment clean.
(5). Equipment (centrifuges and cups, refrigerators, etc.) contaminated with blood or body fluids will be cleaned and disinfected per manufacturer's instructions.
a. Gloves must be worn while cleaning and disinfecting
b. All cleaning materials are to be placed in a biohazardous waste container for disposal.
f. Refrigerators
(1). All refrigerators will have thermometers or be wirelessly monitored by TempTrak. (2). Temperature of refrigerators will be maintained between 2-8° Celsius at all times.
Temperatures will be checked and recorded daily by the staff of the section.
(3). No food or drinks will be stored in refrigerators containing biological specimens or reagents.
(4). Laboratory personnel are responsible for cleaning work counters daily with the hospital approved disinfectant.
g. Supplies
(1). Clean unused supplies will be kept separate from used.
(2). Supplies will be removed from corrugated shipping boxes and placed on shelves to protect them from water splatter.
(3). Non-disposable equipment:
a). Non-disposable pipettes used in the laboratory will be soaked in a 1:10 solution of bleach before washing. Pipettes will be washed and dried in the laboratory dishwasher using the appropriate dishwashing cleanser.
b). Glass slides used in performing latex agglutination testing will be soaked in a 1:10 solution of bleach and then hand-washed.
c). Non-disposable equipment used in specimen plating will be heat/steam sterilized. (4). Disposable equipment
a). All disposable items will be discarded after one-time use.
b). Disposable supplies/equipment (i.e., pipette tips, pipettes, tissue grinders) used in the working with potentially infectious material will be discarded into biohazardous waste containers.
c). Glass Pasteur pipettes or other sharp equipment are to be placed in a sharps container.
h. Phlebotomy
(1). Gloves are to be worn for all phlebotomy/capillary blood collection procedures.
(2). Gloves will be removed following each patient contact and hand hygiene performed before donning clean gloves. If gloves become visibly contaminated, the employee must remove the gloves and perform hand hygiene with soap and water before donning clean gloves. Gloves should never be washed or decontaminated and re-used. Hand hygiene must be performed before leaving the phlebotomy work area.
(3). Gloves must never be torn or modified in any way prior to or during a phlebotomy procedure.
(4). Gloves that are torn or punctured must not be used.
i. Specimens/Transport and Processing
(1). All specimens will be considered potentially infectious and be handled with appropriate precautions.
(2). Blood Bank will issue all blood components in plastic Biohazard Ziploc bags for transport to the recipient.
(3). Specimens will be transported to other areas in a manner which or events leakage or possible exposure to infectious agents.
a). Caps and lids will be secure
b). All secondary specimen container used for specimen transport must be labeled to identify contents as biohazardous.
c). Laboratory request forms are to be placed in the side pocket of the biohazardous specimen transport bag. Do not place in the same compartment as the specimen.
d). Employees will wear gloves and a laboratory coat while processing/testing specimens. Gowns and face shields or masks with goggles will be worn if splattering or aerosol formation of blood or body fluids is anticipated.
e). Microbiology personnel must use the laminar flow hood while processing respiratory or tissue samples before and after grinding.
f). All blood specimens are to be centrifuged with tops on to aid in minimizing aerosol formation.
g). No pipetting of any specimen/reagent by mouth will be permitted. Mechanical devices for pipetting are to be used.
j. Specimen Disposal
(1). Blood specimen tubes will be placed in biohazardous waste containers.
(2). Blood Bank- outdated donor blood, plasma removed from stored blood, and other blood products not suitable for use will be placed in a biohazardous waste container.
(3). Microbiology- all bacteriological waste will be placed on biohazardous waste containers (4). Chemistry/Urinalysis- routine urinalysis and 24-hour urine collection specimens are
discarded in the sink designated for that purpose and flushed with copious amounts of water.
Once every week, a disinfectant solution will be used for decontamination purposed.
k. Cultures: Cultures are performed on samples of blood from donor blood units reported to have caused a transfusion reaction as indicated in the Blood Bank Policy and Procedures Manual.
I. Housekeeping
(1). Environmental Management Service will provide environmental cleaning, terminal cleaning, waste management, and linen service in accordance with their Infection Control Guidelines.
(2). Shelves in the storage area will be cleaned by Pathology and Laboratory Medicine Service personnel.
(3). Emergency Blood/Body fluids spillage: Wearing gloves, the spill will be promptly blotted with disposable paper towels by laboratory personnel. The area will then be cleaned with an Environmental Protection Agency registered tuberculocidal hospital disinfectant by Environmental Management Services. After cleaning, the area is wiped again with a hospital approved disinfectant. All cleanup materials are to be placed in a biohazardous waste container for disposal.
m. Isolation Precautions
(1). All laboratory personnel will follow established isolation procedures
(2). Instruction given by the Hospital Epidemiologist, local state health department, and the Centers for Disease Control and Prevention will be meticulously adhered to if a patient in containment isolation is suspected of having an infection of "unknown transmission". All clinical specimens will be kept in the patient's room until packaging for transport according to instructions from state/local authorities, and/or the Centers for Disease Control and Prevention.
n. Infection Control Procedures Specific to Service/Workstation
(1). The Service/Station is responsible for developing infection control procedures specific to the practices of the service/section.
(2). The Infection Control Guidelines will serve as a framework to develop these procedures.
(3). The Infection Control Practitioner and the Hospital Epidemiologist are available to assist with the development of the procedures.
(4). Procedures pertaining to Infection Control will be reviewed by the Infection Control department and submitted to the Infection Control Committee for approval.
o. Control on the System
(1). Direct-line Supervisors are responsible for monitoring infection control compliance.
Identification of non-compliance will be brought to the attention of the employee and appropriate counseling/action performed by the supervisor. Further acts of non-compliance by the employee will be brought to the attention of the service/section chief for assessment and appropriate corrective intervention.
(2). The Infection Control Guidelines for Pathology and Laboratory Medicine Service are reviewed every five years and referred to the Infection Control Committee for approval.
(3). Environmental rounding will be made by the Infection Control Practitioner as deemed necessary or upon request of the service.
p. Infection Control Education
(2). All employees will receive an initial orientation to the Infection Control program and employees whose duties have infection control implications will receive additional periodic education in infection control.
(3). All employees will receive an initial orientation to the Infection Control Program during New Employee Orientation.
(4). Employees whose jobs have infection control implications will be instructed in the specifics of current memorandums and any special guidelines related to their specific duties by the Section/Service Chief or designee.
(5). Requests can be made for Infection Control to provide additional training on infection control issues as needed.
(6). Documentation of Service/Section specific education will be the responsibility of the Service/Section Chief.
5. REFERENCES: OSHA 29 CFR Part; 1910.1030. APIC Text of Infection Control and Epidemiology, 4th Edition, 2014. Joint Commission Comprehensive Accreditation Manual for Hospitals, 2018. Clean Hands Count for Healthcare Providers, Centers for  Disease Control and Prevention, 2017. The National Institute for Occupational Safety and Health, Tuberculosis, 2016, https://www.cdc.gov/niosh/topics/tb/. Healthcare Exposure to Zika and Infection Control, Centers for Disease Control and Prevention, 2017, https://www.cdc.gov/zika/hc­ providers/infection-control.html .
6. FOLLOW-UP RESPONSIBILITY: Laboratory and Infection Control
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Attachment C:  Bloodborne Pathogen Exposure Management Plan
BLOODBORNE PATHOGEN EXPOSURE MANAGEMENT PLAN
1. PURPOSE:  To manage individuals (for example employees, trainees, residents, volunteers, contractors, visitors) exposed to bloodborne pathogens. This includes evaluation, testing, and post-exposure prophylaxis (PEP), if indicated for individuals exposed to bloodborne pathogens.
2. POLICY:  Individuals with percutaneous, conjunctival, non-intact skin or mucus membrane contact with patient blood/body fluids is encouraged to report the exposure and go immediately or as soon as possible to Occupational Health (OH) or the Emergency Department (ED) for post exposure evaluation and follow-up.  Further management will depend on employee vs. non- employee status (see attachment A).  Abnormal testing results of the source or exposed person are communicated to that individual by the ordering practitioner/surrogate.
3. RESPONSIBILITIES
a. OH physician/designee.
(1) Conduct initial evaluation, testing and prophylaxis during normal work hours (07:30 to 16:00).
(2) Follow-up evaluations, monitoring of laboratory tests during the period of chemoprophylaxis and post-treatment follow-up for a period of up to one year.
b. OH Nurse.
(1) Maintain the OH Program and ensuring that all medical actions required are performed
(2) Manage blood/body fluid exposures.
(3) Maintain appropriate employee health records.

(4) Follow-up documentation of the route of exposure, the circumstances related to the incident, and the type and brand of device involved if applicable.
(5) If at a Community Base Outpatient Clinic (CBOC). Order the labs and inform the employee of the protocol follow-up.
c. Laboratory Information System.  Sends a CPRS view alert to the ordering practitioner for positive Hepatitis C results and calls the ordering practitioner/surrogate for positive HIV results so that the practitioner/surrogate may notify the patient.

d. ED physician.  To evaluate, counsel, and PEP of individuals during the evening hours (16:00 to 07:30), weekends, and holidays (see ATTACHMENTS A-B).
e. House Supervisor or designee.  Ensure VA policy for Human Immunodeficiency Virus (HIV) Testing and Patient Follow-up, is followed when there is an employee exposure, the OH Nurse is not available, and verbal consent for testing from the source person is required.
f. Practitioners.
(1) Place orders for source patient testing (see Attachment A) and follows up the results of any orders they have placed.

(2) Provide HIV testing per VA policy titled HIV Testing and Patient Follow-up.
(3) The ordering practitioner/surrogate is to notify the patient of all HIV, Hepatitis B or Hepatitis C testing results.

g. On call Infectious Disease attending physician.  Is available for consultation and assistance.
h. Pharmacy Service.  Ensuring an adequate supply of the medication for employees who will need PEP and individuals who will need PEP for HIV exposure.
i. Exposed Individuals.  Report needle sticks/body fluid exposures and obtain follow-up of exposures.  Evaluation and management of non-employee will vary depending on any written contracts.
j. (CBOC) employees.  Notify the OH nurse of all exposures.  The OH nurse will order employee’s lab tests per policy, unless the OH nurse is not available, then the provider orders the employee’s lab tests (see Attachment A).  The appropriate CBOC staff is to obtain the verbal consent for HIV testing from the source patient and document that consent was obtained in CPRS.  The provider of the source patient is to order necessary lab tests on the source patient (see Attachment A). All blood work drawn is to be sent to the Lexington VAMC lab, but may be drawn at the CBOC.

k. Infection Control Committee.  Reviews the Bloodborne Pathogen Exposure Management Plan.
4. PROCEDURES

a. See ATTACHMENT A for detail of procedure to follow for immediate bloodborne pathogen exposure.
b. Source individual tested positive.  For previously positive test results for Hepatitis B, Hepatitis C, or HIV, then those tests will not need to be repeated on that person.

c. Employee tested positive.  For any previously positive results of those tests in 4.b., then those tests will not need to be repeated on that person.  If the employee refuses HIV testing, the blood sample obtained for Hepatitis B and Hepatitis C testing will be preserved for at least 90 days to allow the employee to decide if the blood should be tested for HIV serological status.  If testing refused, then after the 90 days, the blood sample may be discarded.
(1) The employee will be offered PEP. There is no exclusion for PEP unless the HCW refuses.  In general, administration of the prophylactic regimen should be started as soon as possible (preferably immediately) after exposure because effectiveness may diminish over time.
(a) HBV: see attachment B; in accordance with current recommendations of  http://www.cdc.gov/mmwr/pdf/rr/rr6210.pdf .

(b) HIV: PEP for any HIV exposure or from a source patient for whom there is reasonable
 
suspicion of HIV infection (see Table below) 

 SHAPE  \* MERGEFORMAT 



(c) HCV: There is no post-exposure prophylaxis for HCV. Test source and exposed person for anti-HCV. IG and antiviral agents are NOT recommended for PEP after exposure to HCV- positive blood.

(d) The individual will be given appropriate counseling by OH or the ED concerning precautions to take during the period after the exposure incident and information on potential illnesses associated with exposures. The employee will obtain within 15 days of the exposure, a written opinion from OH (see ATTACHMENT C).

(e) Employees who become HBsAg, anti-HCV, or HIV positive during employment should report to OH (refer to VA document Management of Health Care Workers Infected with HIV, Hepatitis B Virus or Hepatitis C Virus).
d. OH; In the process of follow-up, OH will
(1) Maintain a coded confidential ledger on all employees who report bloodborne or bodily fluid exposure.
(2) Order follow-up testing and provide counseling and advise exposed persons to seek medical evaluation for any acute illness occurring during follow-up.
(a) HBV exposures.  See attachment B.
(b) HCV exposures.
1. Order baseline and follow-up testing for anti-HCV 4–6 months after exposures. OH may order HCV RNA at 4–6 weeks if earlier diagnosis of HCV infection desired.
2. Confirm repeatedly reactive anti-HCV enzyme immunoassays (EIAs) with direct detection of HCV RNA.
(c) HIV exposures for employees.
1. Order HIV-antibody testing baseline, 6 weeks, 3 months, and 6 months after the date of exposure.
2. Employees receiving PEP for HIV exposure will be provided follow-up within 72 hours after exposure and at two-weekly intervals with repeats of the blood work (i.e., Panel 5 and CBC).
3. Advise exposed persons to use precautions to prevent secondary transmission during the follow-up period.
5. REFERENCES: CDC Guidance for Evaluating Health-Care Personnel for Hepatitis B Virus Protection and for Administering Postexposure Management December 20, 2013, 62(rr10); Updated US Public Health Service Guidelines for the Management of Occupational Exposures to Human Immunodeficiency Virus and
Recommendations for Postexposure Prophylaxis ICHE, September 2013; OSHA Bloodborne Pathogen Standard; 29 CFR 1910.1030.  http://www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=STANDARDS&p_id=100  51; CDC, Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health-Care Settings, MMWR 2006, 55:RR:14, pgs 1-17; Centers for Disease Control (CDC), Updated U.S. Public Health Service Guidelines for the Management of Occupational Exposures to HIV and Recommendations for Post-exposure Prophylaxis. MMWR September 30, 2005; 54(RR-9), pp 1-24; Ordering and Reporting Test Results, VHA Directive 2009-019,
March 24, 2009

6. FOLLOW-UP RESPONSIBILITY:  Infection Control, OH, and Safety Office.
7. RECERTIFICATION: On or before January 28, 2019.
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Emma Metcalf, MSN, RN Director
Attachments
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ATTACHMENT A
 SHAPE  \* MERGEFORMAT 



Key: anti-HBs=antibody to hepatitis B surface antigen; anti-HBc=antibody to hepatitis B core antigen;
Anti-HCV=Hepatitis C surface antibody; HBsAg=Hepatitis B surface antigen; PEP = post exposure prophylaxis.
 SHAPE  \* MERGEFORMAT 
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* to be obtained by source patient’s physician, practitioner, staff nurse or supervisor, not exposed health-care worker

** only with approval of Employee Health, ER practitioner or ID Consultant on call
ATTACHMENT B
	Response unknown after 3 doses
	Positive/unknown
	<10mIU/mL**
	HBIG x1
	Initiate revaccination
	Yes

	
	Negative
	<10mIU/mL
	None
	
	

	
	Any result
	≥10mIU/mL
	
	No action needed
	

	Unvaccinated/incompletely
	Positive/unknown
	—**
	HBIG x1
	Complete
	Yes

	vaccinated or vaccine refusers
	
	
	
	vaccination
	

	
	Negative
	—
	None
	Complete
	Yes

	
	
	
	
	vaccination
	


Abbreviations: anti-HBs = antibody to hepatitis B surface antigen; HBIG = hepatitis B immune globulin; HBsAg=hepatitis B surface antigen; health care personnel=HCP
* HBIG should be administered intramuscularly as soon as possible after exposure when indicated. The effectiveness of HBIG when administered >7 days after percutaneous, mucosal, or nonintact skin exposures is unknown. HBIG dosage is 0.06 mL/kg.
† Should be performed 1–2 months after the last dose of the Hepatitis B vaccine series (and 4–6 months after administration of HBIG to avoid detection of passively administered anti-HBs) using a quantitative method that allows detection of the protective concentration of anti-HBs (≥10 mIU/mL).

§ A responder is defined as a person with anti-HBs ≥10 mIU/mL after ≥3 doses of HepB vaccine.
¶ A nonresponder is defined as a person with anti-HBs <10 mIU/mL after ≥6 doses of HepB vaccine.

** HCP who have anti-HBs <10mIU/mL, or who are unvaccinated or incompletely vaccinated, and sustain an exposure to a source patient who is HBsAg-positive or has unknown HBsAg status, should undergo baseline testing (total anti-HBc=antibody to hepatitis B core antigen) for HBV infection as soon as possible after exposure, and follow-up testing (HBsAg=hepatitis B surface antigen and total anti-HBc) approximately 6 months later.
ATTACHMENT C
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whether Hepatiis B vaccination is indicated for an employee, and i the employee has received such vaccination.
1810.1030(f)5)(i) The healthcare professionals wrtten opinion for postexposure evaluation and folow-up.
shall be fimited fo the folowing nformation:

1910.1030(f)5)(i)(A) That the employee has been informed of th resuts o the evaluztion: and
1910.1030(f)5)(i)(B) That the employee has been tod about any medical conditions resulting from

‘expasure to bood or other patentiallyinfectious materials which require further evaluation or treatment

Yes | No | Writien Opinion Documentation

Hepalits B vaccnation s ndicated for e employee.

|IIRIIN The Employee named above has:

Received the Hepafits B vaccine.

Been informed of the results of the post-exposure healh evaluation

Been {old about any medical conditons resuling from the exposure fo blood or ofher potentally
infectious materials which require further evaluation or reatment

Date Evaluation Completed:

Employee Signature. Date

Occupational Health Nurse Signature Date






Attachment D:  BLOODBORNE PATHOGEN EXPOSURE PREVENTION PLAN 
BLOODBORNE PATHOGEN EXPOSURE PREVENTION PLAN

1. PURPOSE: To eliminate or minimize occupational exposure to bloodborne pathogens, or reduce it to the lowest feasible extent among medical center employees and for complying with Occupational Safety and Health Administration’s (OSHA) Bloodborne Pathogen Standard, 29 CFR 1910.1030 “Occupational Exposure to Bloodborne Pathogens”. (Also, see the Bloodborne Pathogen Exposure Management Plan memorandum)

2. POLICY: To provide a safe and healthful work environment for our staff. The Bloodborne Pathogen Exposure Prevention Plan (BBP EPP) is a key document to assist us in implementing and ensuring compliance with the OSHA standard, thereby protecting our staff. A copy of the prevention plan and the OSHA standard is accessible to all staff on the Lexington Intranet and on the Public Drive/+Infection Control folder.
3. RESPONSIBILITIES
a. Infection Control Committee. Review and or update this BBP EPP at least annually and whenever necessary to include new or modified tasks and procedures that affect occupational exposure.

b. Occupational/Employee Health
(1) Maintain employee program and ensure that all medical actions required are performed with the employee’s cooperation.

(2) Implement the BBP EPP and make the written BBP EPP available to OSHA and National Institute for Occupational Safety and Health (NIOSH) representatives.

(3) Educate employees about bloodborne pathogens, offer and give the Hepatitis B vaccine and maintain record of employee participation in the Hepatitis B vaccine program in employee health.

(4) Manage blood/body fluid exposures and maintain appropriate employee health records.

c. Service chiefs/Nurse Managers/designees
(1) Ensure that their staff attends mandatory bloodborne pathogen education during orientation and annually for Category I and II staff during working hours (see ATTACHMENT A and B). Annual training must be completed on or before the anniversary date of the last training.

(2) Add each employee name that is included in category 1 or 2 (see Attachment B) to the Talent Management System (TMS) for initial bloodborne pathogen training on hire and annually using TMS number 13302.

(3) Notify Occupational/Employee Health and Infection Control of job classifications with occupational exposure that are not listed ATTACHMENT B Exposure Determination.

(4) Ensure that education is provided whenever there is a change in an employee's responsibilities, tasks, procedures, or work situation where an employee's occupational exposure is affected.

(5) Maintain and provide all necessary personal protective equipment (PPE), engineering controls (e.g., sharps containers), labels, and red bags as required and ensure that procedures are followed.

(6) Ensure that adequate supplies of equipment are available in the appropriate sizes, that employees have and use the appropriate PPE and wear appropriate clothing/shoes to protect from exposures and injuries.

(7) Ensure use of safe sharp devices and working to identify additional needs to protect their employees. This includes performing an exposure determination of tasks where exposure may occur.

d. Learning Resources Center. Coordinates with services to provide programs for initial and annual education on bloodborne pathogens via TMS (see ATTACHMENT A).

e. Safety Office. Maintains the OSHA 300 log and records percutaneous injuries from contaminated sharps. Sharps injuries, involving contaminated objects, are to be recorded on the OSHA 300 Log of Work-Related Injuries and Illnesses and the OSHA 301 Injury and Illness Incident Report. Percutaneous exposure incidents that occur must be recorded on a sharps injury log. The OSHA 300 and 301 forms (initiated through ASISTS) may be used to meet the sharps injury log requirements, provided two conditions are met. First, the supervisor must enter the type and brand of the device on either form 300 or 301. Second, the supervisor must maintain the records in a way that segregates sharps injuries from other types of work-related injuries and illnesses, or allows sharps injuries to be easily separated. The ASISTS reporting system meets both requirements. The sharps injury log will serve as a tool for identifying high risk areas and evaluating devices. The information in the sharps injury log shall be recorded and maintained in such manner as to protect the confidentiality of the injured employee. The sharps injury log shall contain, at a minimum:

(1) The type and brand of device involved in the incident. The level of detail presented should be sufficient to allow ready identification of the device, location, and circumstances surrounding an exposure incident, (e.g., the procedure being performed, the body part affected, objects or substances involved, and how they were involved) so that the intended evaluation of risk and device effectiveness can be accomplished.

(2) The service or work area where the exposure incident occurred, an explanation of how the incident occurred and corrective actions implemented to prevent a repeat of the same or similar incidents.

f. Infection Control Staff Assists the Infection Control Committee in updating this BBP EPP and assists with education of employees as requested.

g. Engineering service. Ensures sharp disposal unit holders are installed where needed.

h. Environmental Management Service (EMS). Ensures there is proper disposal of sharps containers and other infectious waste.

i. Employees
(1) Comply with the education requirements upon hire and annually, and with procedures and work practices outlined in this BBP EPP for those who are determined to have occupational exposure to blood or other potentially infectious materials (OPIM) (see ATTACHMENT B).

(2) Inform employee health if he/she is immunocompromised

(3) Perform hand hygiene per policy

(4) Know where the BBP EPP is located and the contents

(5) Utilize appropriate PPE and remove when leaving the patient room.

(6) Comply with this policy when administering medication with sharps.

(7) Report needle sticks and body fluid exposures and following up with employee health.

4. PROCEDURES

a. The BBP EPP shall be reviewed and updated at least annually and whenever necessary to reflect new or modified tasks and procedures which affect occupational exposure, and to reflect new or revised employee positions with occupational exposure. Employees that are covered by this BBP EPP receive an explanation of it during orientation and annually (see ATTACHMENT A). The review and update of the BBP EPP shall:

(1) Reflect changes in procedures and technology that eliminate or reduce exposure to bloodborne pathogens. This would include, but would not be limited to, newly available medical devices designed to reduce the risk of percutaneous exposure to bloodborne pathogens. Safer medical devices that are appropriate, commercially available, and effective will be used (see ATTACHMENT C). If a safer device is not available in the marketplace, it is not required. Effective safer medical device is a device that, based on reasonable judgment, will make an exposure incident involving a contaminated sharp less likely to occur in the application in which it is used.

(2) Document annual consideration and implementation of appropriate commercially available and effective safer medical devices designed to eliminate or minimize occupational exposure (see ATTACHMENT C).

(3) Document input solicited from non-managerial employees responsible for direct patient care who are potentially exposed to injuries from contaminated sharps in the identification, evaluation, and selection of effective engineering and work practice controls. Employee input will be solicited on the identification, evaluation, and selection of controls.

(4) Evaluate for resistance when new devices require staff members to adopt new techniques, or when staff members perceive that use of the device might have an adverse effect on the patient. Participation of front-line workers can help to overcome the following barriers:

(a) Safer medical devices often require adjustments in technique and staff members are often reluctant to revise practices to which they have become accustomed. With the broad array of devices being used in healthcare settings, it is critical to ensure that devices will work together when necessary so that there are not equipment compatibility problems.

(b) The need for continued evaluation of devices and the allotment of sufficient time for adequate device evaluation and after initial use by employees, it may be necessary to replace the device originally selected with a more suitable device.

b. Engineering controls and proper work practices
(1) Engineering controls are controls (e.g., needleless systems, blunt suture needles, plastic or mylar-wrapped capillary tubes, biosafety cabinets, and sharps disposal containers) that isolate or remove the bloodborne pathogens hazard from the workplace encompassing not only sharps with engineered sharps injury protections and needleless systems, but also other medical devices designed to reduce the risk of percutaneous exposure to bloodborne pathogens. Where engineering controls will reduce employee exposure either by removing, eliminating or isolating the hazard, they must be used.

(2) Work practice controls will be used. These reduce the likelihood of exposure by the way a task is performed. Work practices include, for example, no-hands procedures in handling contaminated sharps, eliminating hand-to-hand instrument passing in the operating room, employees washing their hands immediately or as soon as possible after removal of gloves or other PPE, contaminated needles and other contaminated sharps are not bent, recapped, removed or broken. Contaminated reusable sharps are placed in puncture-resistant, leak- proof, color-coded containers until properly processed. If engineering and work practice controls do not eliminate exposure, the use of PPE cabinets is required.

c. Identification of the need for changes in engineering control and work practices
(1) VAMC identifies the need for changes in engineering control and work practices through for example, evaluation of OSHA records, employee interviews or committee activities.

The evaluation of products or procedures is accomplished by the following process: A suggestion about a product or procedure is made for example, by an employee, director, suggestion form, committee, or review of new law or regulation. Committees that can review or make suggestions include but are not limited to; Infection Control, Commodity Standardization, Environment of Care, and Accident Review Board.

(2) Evaluation of the need for new procedures or products to protect against bloodborne pathogens is accomplished by taking a suggestion from the source and referring it to the Logistics Chief (chair of the commodity standardization committee) per their policy. Part of this evaluation will include whether other devices (safety scalpel handles, blunt suture needles, safer syringes, and/or safer phlebotomy devices) that are commercially available would reduce exposures. Such evidence might include Centers for Disease Control (CDC) studies of efficacy, pilot tests, or data available in published studies. It should be taken into consideration that the availability or use of an engineering control is not enough to guarantee that an employee cannot be injured. Employee acceptance and employee training are required for the engineering control to be effective. Engineering controls are to be examined and maintained or replaced on a regular schedule to ensure their effectiveness.

d. Implementation and Method
(1) Standard precautions will be practiced at this facility. All blood/body fluids/non-intact skin/mucus membranes will be considered infectious, regardless of the perceived status of the source individual (see Waste Procedures in EMS policies).

(2) Engineering and work practice controls will be utilized to eliminate or minimize exposure to employees at this facility. Where occupational exposure remains after institution of these controls, PPE shall be utilized. The following engineering controls will be used in addition to sharps containers when using the following:

(a) Surgical power tools, lasers, and electro-cautery devices

1. May generate aerosols and be a source for splashing and spattering. Some of these devices include labeling recommendations such as local exhaust ventilation which must be followed by the employee. Anticipated spattering or generation of droplets would necessitate use of eye protection and mask or a face shield, to prevent contamination of the mucous membranes of the eyes, nose, and mouth.

2. Cleaning procedures should not cause unnecessary splashing, spraying, spattering, or generation of droplets of blood or OPIM.

(b) Special attention should be given when disposing of needles; drawing blood; handling trash and dirty linens, starting IV's or administering injections to all patients. Gloves will be worn for these procedures and the hands washed when the gloves are removed. The safety

device is to be activated immediately after use and then immediately disposed of in a sharp’s container.

(c) Needles will not be sheared, recapped, bent, broken, or removed from the syringe. Certain circumstances may exist when no alternative is feasible, and the action is required by the medical procedure, in which recapping, bending, or removing needles is necessary (e.g., administering incremental doses of a medication, such as an anesthetic to the same patient). In these procedures recapping, must be performed by means of forceps or a one-handed technique. The use of the properly performed one-hand scoop method (in which the hand holding the sharp is used to scoop up the cap from a flat surface) for recapping is a recognized and acceptable method; however, the scoop method must be performed in a safe manner, and must also be limited to situations in which recapping is necessary (i.e., except for dental service and the endocrinology clinic, where special devices are available for this purpose).

(d) Performing procedures: All procedures involving blood or OPIM shall be performed in such a manner as to minimize splashing, spraying, spattering, and generation of droplets of these substances.

(e) Specimens of blood or OPIM

1. Will be placed in a closed and labeled container, which prevents leakage during collection, handling, processing, storage, transport, or shipping, and the specimen container shall be placed within a second container, which prevents leakage.

2. Staff at this facility utilize standard precautions in the handling of all specimens (all specimens are considered potentially infectious material).

3. If the specimens leave the facility, (e.g., during transport to outside lab, shipment, or disposal) a label or red color-coding is required.

4. Extracted teeth, that are being discarded or used as specimens, are subject to the containerization and labeling provisions. Extracted teeth, gallstones, and kidney stones may be given to the patients. In these situations, the teeth and stones are not subject to the containerization and labeling provisions of the standard.

(f) Bandages that are dripping with blood, or body fluids, or bandages that the blood or body fluids could be squeezed out of, will be placed in a red biohazard container or bag. Bandages that contain the drainage, or have dried blood, will be disposed of in the regular trash.

(g) In work areas, where there is a reasonable likelihood of exposure to blood or other potentially infectious materials, employees are not to eat, drink, apply cosmetics or lip balm, or insert contact lenses. Food and beverages are not to be kept in refrigerators, freezers, cabinets, or on shelves, counters, or bench tops where blood or OPIM are routinely present. Mouth pipetting of blood, or other potentially infectious materials, is prohibited regardless of the danger or potential infectious nature of the substance. All procedures will be conducted in a

manner which will minimize splashing, spraying, splattering, and generation of droplets of blood, or other potentially infectious materials.

(h) Hand washing facilities are available in all areas to employees who have a possibility to incur exposure to blood and/or body fluids and are close to points of possible exposure. Hand washing for at least 15 seconds, with soap and water, must be performed as soon as feasible, in cases of gross contamination, to adequately flush contaminated material from the skin. An alternative hand washing method as an interim measure when soap and water are not a feasible means of washing the hands, or other parts of the body, is the waterless hand cleanser. When this type of alternative is used, employees must wash their hands (or other affected area) with soap and running water as soon as feasible thereafter. Employees shall wash hands and any other skin with soap and water, or flush mucous membranes with water immediately, or as soon as feasible following contact of such body areas with blood or other potentially infectious materials.

(3) Safer medical devices will be used (See ATTACHMENT C).

(4) Labels and signs (See ATTACHMENT D).

(5) Equipment which has become contaminated with blood, or other potentially infectious materials, shall be decontaminated per the manufacturer’s instructions before any maintenance (in house or contract) is performed on it. The service using the equipment is responsible for contacting Supply, Processing and Distribution (SPD) for planning to have equipment cleaned prior to any service work being performed. Decontamination will be using a hospital approved disinfectant.

(6) PPE (see ATTACHMENT E)

(7) Blood or Body Fluid Spills

(a) Personnel must wear gloves when cleaning blood or body fluid spills. Other PPE/barriers (gowns or apron) will be used, if indicated. EMS may be notified and assistance requested for large spills (greater than 50 cc’s).

(b) An EPA-approved germicide/disinfectant or a 1:10 dilution of sodium hydrochloride (bleach) must be used to disinfect the area after the spill is wiped. Follow manufacturer’s instructions for use for the recommended contact time. For carpeted areas, remove gross material, and call EMS immediately for cleaning and disinfecting.

(c) Disposable cloths used to wipe the spills are discarded in regulated infectious waste containers if they contain 50cc or more of blood or a body substance.

(d) Contaminated clothing of any kind is to be removed as soon as possible, and laundered per healthcare requirements.

(8) Housekeeping. VAMC is maintained in a clean and sanitary condition by units and EMS, (See EMS Policies) by following a written schedule for cleaning and method of

decontamination based upon the location within the facility, type of surface to be cleaned, type of soil present, and tasks or procedures being performed in the area. All work surfaces, patient rooms, floors, protective coverings, etc. are cleaned with a broad-spectrum disinfectant. If an

area becomes overtly contaminated, it is decontaminated immediately. While extraordinary attempts to disinfect or sterilize environmental surfaces, such as walls or floors, are rarely indicated, routine cleaning and removal of soil are required. The disinfectant used, as well as the frequency with which it is used, will depend upon the circumstances in which the housekeeping task occurs. Since environmental contamination is an effective method of disease transmission for HBV (the CDC states that HBV can survive for at least one week in dried blood on environmental surfaces or contaminated needles and instruments), there are minimum requirements for the cleaning and decontamination of equipment and environmental and working surfaces that encounter blood or OPIM.

(a) The work surface decontamination is to be performed at the end of the work shift, if the work surface may have become contaminated since the last cleaning by, for example, setting down contaminated instruments or specimens on the work surface.

(b) The use of protective coverings (i.e. plastic bags) is an acceptable alternative for protecting clean items and surfaces against contamination. If this option is chosen, the covering must be removed and replaced as soon as feasible following overt contamination or at the end of a work shift, if it may have become contaminated during the shift.

(c) Inspection and decontamination is required, on a regularly scheduled basis, of cans, bins, pails, wash or emesis basins and so forth, which are intended for reuse.

(d) Since contaminated broken glass (e.g., phlebotomy tubes) is capable of inflicting injury, broken glassware which may be contaminated must not be picked up directly with the hands. It shall be cleaned up using mechanical means, such as a brush and dust pan, tongs, or forceps and placed in the red sharps containers or the blue trash cans (on patient care units) for glass. The tools used in cleanup (e.g., brush and dustpan or forceps) must be properly decontaminated or discarded after use. Vacuum cleaners are not appropriate for cleanup of contaminated broken glass.

(e) Employees are not to place their hands into containers whose contents include reusable sharps contaminated with blood or OPIM because the contents cannot be seen and safely handled. (i.e., employees must not reach into sinks filled with soapy water into which sharp instruments have been placed, instead use strainer type baskets to hold the instruments and forceps to remove the items).

(f) Proper decontamination of reusable medical equipment (RME) includes the removal of dried blood or secretions before the item can be disinfected or sterilized. RME is to be reprocessed per the applicable standard operating procedure or cleaning schedule.

(9) Regulated waste (see ATTACHMENT F)

(10) Laundry procedures (see ATTACHMENT G)

(11) Hepatitis B Vaccine (see ATTACHMENT H)

(12) Record keeping (see ATTACHMENT I)

5. REFERENCES:

CDC Guidance for Evaluating Health-Care Personnel for Hepatitis B Virus Protection and for Administering Post-Exposure Management MMWR December 20, 2013. Under Secretary for Health’s Information Letter Blood-Borne Pathogens (BBP) Hazards and Management IL 10- 2012-010, OSHA Bloodborne Pathogen Standard; 29 CFR 1910.1030. Resources for Management and Treatment Guidelines of Blood Borne Infectious Diseases: HIV/AIDS, Hepatitis B, Hepatitis C, Centers for Disease Control and Prevention (CDC), 2017, https://www.cdc.gov/niosh/topics/bbp/guidelines.html.

6. FOLLOW-UP RESPONSIBILITY: Infection Control, Occupational/Employee Health, and Safety Office.

7. RECERTIFICATION: On or before April 30, 2023.

Emma Metcalf, MSN, RN Director

Attachments (9)

ATTACHMENT A

1. ANNUAL BLOODBORNE PATHOGEN TRAINING

1. PURPOSE: Bloodborne pathogen training upon hire or during orientation and follow-up annual re-training is given to promote patient and employee safety and knowledge. This memorandum defines what is to be included in annual bloodborne pathogen training and assists in complying with Occupational Safety and Health Administration (OSHA) regulations.

2. POLICY: All employees will receive initial bloodborne pathogen training upon hire or beginning work during the orientation process. Employees will receive additional training when changes such as modification of tasks or procedures or institution of new tasks or procedures affect the employee's occupational exposure. The additional training may be limited to addressing the new exposures created. Annual re-training of employees with the potential of exposure to blood or body fluids is required.

3. RESPONSIBILITIES

a. Medical center director is responsible for ensuring that necessary resources are provided to educate employees and for requiring full compliance with all aspects of this policy.

b. Section/service chiefs or designee are responsible to provide or assure staff have completed;

(1) Bloodborne pathogen training upon hire or during orientation. Employees will be instructed in the specifics of the current guidelines and in any guideline, memorandum or procedure related to their specific duties.

(2) Annual Bloodborne Pathogen Training as outlined in this policy (see 3. c. (1)).

(3) Documentation of education will be the responsibility of the Section/Service Chiefs and is to include; the dates of the training session, names and qualifications of persons conducting the training, the names and titles of all persons attending the training sessions and records are to be maintained for 3 years from the date on which training occurred. Training or certification of training may be done by the employee on TMS.

c. The Infection Control Practitioner and/or the Hospital Epidemiologist will provide ongoing in-service educational activities, consultation, and or assistance on an as needed basis.

d. All employees with the potential of exposure to blood or body fluids as listed in Attachment B (Exposure Determination as required by Federal Bloodborne Pathogen Law 1910.1030) are required to complete annual bloodborne pathogen training. Employees are responsible for knowing infection control policies, memorandum and guidelines.

4. PROCEDURES

a. Training may be done as follows.
(1) Use this policy (4.b and 4.c) as a guideline for annual training by the service/section chief or designee. Following education have staff self-certify education in TMS.

(2) Assigning each employee to the Bloodborne Pathogen Training module on the VA Talent Management System (TMS).

(3) Managers, supervisors, service chiefs, infection control staff or the ID on call may be contacted for questions.

b. Annual blood borne pathogen training must cover the following.
(1) A copy of the regulatory text of the OSHA bloodborne pathogen standard is available to each employee on the Public Drive in the +Infection Control folder or at www.OSHA.gov or www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=STANDARDS&p_id=10051). This standard outlines federal requirements to protect employees.

(2) Review the definition of standard precautions and that all body fluids are considered infectious.

(3) Give a general explanation of the epidemiology and symptoms of bloodborne diseases including discussion of HIV/AIDS, Hepatitis B, Hepatitis C and others depending on group- possible symptoms, and meaning of tests done on source patient and employee.

(4) Review the modes of transmission of bloodborne pathogens and ways most likely to be transmitted in the community and in the health care setting.

(5) All employees are responsible for memorandum 111-02 Bloodborne Pathogen Exposure Management Plan and memorandum 111-01 Bloodborne Pathogen Exposure Prevention Plan. Explain what is in and where the bloodborne pathogen exposure control plans can be found.

(6) Explain the appropriate methods for recognizing tasks and other activities that may involve exposure to blood and other potentially infectious materials.

(7) Explain the use and limitations of methods that will prevent or reduce exposure including appropriate engineering (sharps containers and needles and scalpels with safety devices) and work practices (hand hygiene and use of PPE) controls. Train on specific devices used at this facility, including newly purchased devices.

(8) Explain biohazard signs/labels and/or color coding (red bags and red sharps containers).

(9) Review information on the types, proper use, location, removal, handling, decontamination and disposal of PPE. Identify where to get PPE and who to tell if it doesn't work/fit, etc.

(10) Explain the basis for selection of PPE. Discuss use of gloves, gowns, masks, protective eyewear, ambu-bags, sharps containers, not using one-handed recapping of needles and how to transport specimens.

(11) Give the following information on the hepatitis B vaccine; Three shots in the arm (deltoid) over 6 months usually provides immunity. The shot is safe, can provide immunity to Hepatitis B and the vaccination is offered free of charge through employee health.

(12) Review appropriate actions to take and persons to contact in an emergency involving blood or other potentially infectious materials; 1) wash the area with soap and water or flush mucous membranes with water, 2) notify supervisor and 3) report to Employee Health during administrative hours or to the Emergency Room after hours.

(13) Immediately after an exposure, baseline tests will be ordered for the employee and source patient. Depending on risk, medicines are available for employees to prevent specific diseases. The employee will receive a copy of the assessment completed by employee health on the post-exposure evaluation and follow-up.

c. Employees receiving training shall have an opportunity for questions to and answers from the person doing the education. Managers, supervisors, service chiefs, infection control staff or the ID on call may also be contacted for questions.

ATTACHMENT B

EXPOSURE DETERMINATION

OSHA requires employers to perform an exposure determination concerning which employees may incur exposure percutaneously, to mucus membranes, eyes, or to intact or non-intact skin by occupational exposure to blood, (includes plasma, platelets) and OPIM. OPIM includes the following human body fluids: semen, vaginal secretions, cerebrospinal, synovial, pleural, pericardial, peritoneal, or amniotic fluids, saliva in dental procedures, body fluid that is visibly contaminated with blood, and all body fluids in situations where it is difficult or impossible to differentiate between body fluids; any unfixed tissue or organ (other than intact skin) from a human (living or dead). Also included are medications derived from blood.

(1) The exposure determination is made without regard to the use of personal protective equipment (i.e., employees are exposed even if they wear PPE).

(2) This exposure determination is required to list all job classifications in which all employees may be expected to incur such occupational exposure, regardless of frequency.

(3) Exposures to intact skin are usually not of concern except in those instances where there was an exposure for a considerable length of time (i.e. covered in blood for hours). Non- intact skin exposures include skin with dermatitis, hangnails, cuts, abrasions, chafing, acne, etc.

(4) Pathogens include, but are not limited to: HBV (hepatitis B), Human Immunodeficiency virus (HIV), hepatitis C virus, malaria, syphilis, babesiosis, brucellosis, leptospirosis, arboviral infections, relapsing fever, viral hemorrhagic fever, malaria, syphilis, human T-lymphotrophic virus Type 1, adult T-cell leukemia/lymphoma (caused by HTLV-I), HTLV-I associated myelopathy, and diseases associated with HTLV-II.

JOB CLASSIFICATIONS

1. The following job classifications include those classifications where employees are likely to incur occupational exposure to blood or other potentially infectious materials: The following job classifications have been identified in which all (Category I) employees in these job classifications have occupational exposure. The list below identifies the individuals who will receive the training, protective equipment, vaccination, and other protections of the BBP EPP. These guidelines extend only to employees in the workplace and do not extend to students if they are not considered employees, to state, county, or municipal employees, to health care professionals who are sole practitioners or partners, and to the self-employed. Independent Contractors are companies that provide supervisory personnel and/or rank-and-file workers, to carry out a service such as Construction Companies and are responsible for complying with all provisions of the standard and in accordance with the guidelines of VAMC. VAMC expects contract workers to follow hospital policies. PPE and in-services will be provided to VAMC employees.

	Category 1 Employees- Likely to Occur Occupational Exposure

	Anesthesia Technicians
	Health Technicians (Vascular, Ortho, Urology, Endoscopy, Ophthalmology, Cardiac Cath)
	Physical Therapist Assistants

	Certified Registered Nurse Anesthetists
	Histo-technicians (Series 0646)
	Physician Assistants

	Chemists (Series 1320)
	Infection Control Practitioners
	Physicians

	Chief of Staff
	Licensed Practical Nurses
	Registered Respiratory Therapists/Anesthesia Technicians

	Clinical Clerks (Medical Students)
	Medical Technologists
	Registered Nurses

	Clinical Staff Social Workers
	Medical Instrument Technicians (Endoscopy, Pulmonary, EKG, Endocardiography, EEG, PSG,
Echocardiography,   Biomedical)
	Respiratory Therapists

	Cytotechnologists (Series 0601)
	Medical Supply Technicians
	Secretary/Stenographers -

Anesthesiology

	Dental Lab Technicians
	Medical Laboratory Aides (Series 0645)
	Speech Pathologists

	Dental Assistants
	Microbiologists (Series 0403)
	Students/trainees in any of the above

	Dental Hygienists
	Nursing Assistants
	Supervisory Staff Social Workers

	Dentists
	Occupational Therapists
	Team Administrators

	Diagnostic Radiologic Technologists
	Patient Escort, Specimen Transport,

Pathology, Nursing and Rehab Volunteers
	Veterans Benefits Counselor

	EMG Technicians
	Phlebotomists and Pathologists
	Vocational Rehabilitation Therapists

	
	Physical Therapists
	


2. Some of the employees in the following class (Category II) may incur exposure to blood or OPIM during specific tasks or procedures.

The job classifications and associated tasks for these categories are as follows:

	Category 2 Employees- May Incur Occupational Exposure

	Job Classification
	Task/Procedures

	A/C Mechanics
	Working in Patient rooms (air Handlers, thermostats, etc.

	Admission and Clinical Clerks –
	Interviewing patients

	Audiovisual Production Specialists

Medical Photographers
	Photographing or videotaping patients during invasive

procedures (i.e., surgery)

	Bio Lab Tech - Research
	Fixation of human cranial bone samples, Isolation of

monocytes from human blood

	Carpenters
	Furniture repair, changing floor tile

	Chaplains
	Bedside patient visits


	Category 2 Employees- May Incur Occupational Exposure

	Job Classification
	Task/Procedures

	Chemists
	Research Working with human blood and  tissue, performing cytokine assays on human serum samples from healthy volunteers, using various clinical samples from
human sources containing viral pathogens

	Clinical Dietitians
	At patient bedside

	Clothing Clerks
	Handling patient clothing and personal effects

	Computer Specialists and Electronic

Technicians
	Working on computers that have body fluids on them at

times

	Electricians
	Working on electrical items/systems in patient rooms

	Electronics Mechanics
	Working on pillow speakers and communication equipment

	Food Service Workers - Dietetic
	Handling food trays from patients' bedside and during dishwashing process, potential for Needle stick from

needles left on tray

	Health Science Specialists - Research
	Processing blood samples and transferring plasma by

disposable pipettes into vials

	Health Unit Coordinators
	Patients in area

	Housekeeping Aids/Foreman
	Cleaning patient rooms, OR, ER, ICUs, rest rooms, trash

cans and handling soiled linen

	Insurance Clerks
	Patient visits

	Laborers
	Handling garbage

	Laundry Machine Operators
	Handling soiled patient clothes

	Laundry/Linen Section Staff
	Handling soiled linen and uniforms

	Machinists
	Working on patient beds

	Mail Clerks
	Mail contaminated with blood/body fluids

	Medical Technicians - Research
	Positioning the human foot for microcirculation studies

	Medical Record Technicians
	Records contaminated with blood/body fluids

	Office Automation Assistants, Office

Automation Clerks, Secretary, Clerks - Pathology
	When opening mail containing biological specimens, surveys or other such material

	Painters
	Working in patient rooms

	Pest Control Staff
	Pest treatment throughout

	Pharmacists
	Working at bedside

	Plasterers
	Working in patient rooms

	Plumbers
	Working on plumbing drains and pipes

	Police Officers
	Exposure to body fluids e.g. patients/visitors

	Prosthetic Clerks
	Patient visits

	Recreation Therapists/Assistants
	Working with patients

	Release of Information Clerks
	Patient visits

	Secretary - EMS, CDD
	Handling patient clothing and personal effects


	Category 2 Employees- May Incur Occupational Exposure

	Job Classification
	Task/Procedures

	SPD Medical Supply Technicians
	Decontaminate all the  grossly soiled instruments/equipment used throughout the medical canter

	Transportation Staff - Engineering
	Transporting patients

	Utility System Operators
	Changing filters in air handlers in patient rooms


3. Category III Job Classifications: Any employees and volunteers with job classification not listed in Categories I or II above, have no occupational exposure. These individuals are offered the Hepatitis B vaccine, however, are not required to receive the training, protective equipment, vaccination, and other protections of the BBP EPP. Any of the employees in Category III, having a change in duties that would cause an actual or potential for exposure, must notify the Employee Health Nurse immediately.

ATTACHMENT C

SAFER MEDICAL DEVICES

1. Safer medical devices will be used and are generally of two types

(a) Needleless systems (e.g., intravenous medication delivery systems that administer medication or fluids through a catheter port or connector site using a blunt cannula or other non-needle connection) are devices that do not use needles for:

(1) The collection of bodily fluids, or withdrawal of body fluids after initial venous, or arterial access is established;

(2) The administration of medication or fluids; or

(3) Any other procedure involving the potential for occupational exposure to bloodborne pathogens due to percutaneous injuries from contaminated sharps.

(b) Sharps with engineered sharps injury protection (e.g., syringes with a sliding

sheath that shields the attached needle after use or needles that retract into a syringe after use self-sheathing needles on all syringes) means a non-needle sharp or a needle device used for withdrawing body fluids, accessing a vein or artery, or administering medications or other fluids, with a built-in safety feature or mechanism, that effectively reduces the risk of an exposure incident (includes, but is not limited to, shielded or retracting catheters used to access the bloodstream for intravenous administration of medication or fluids, and intravenous medication delivery systems that administer medication or fluids through a catheter port or connector site using a needle that is housed in a protective covering.) There are specific design features for recessed needle systems that are important in preventing percutaneous injury and which have the following characteristics: A fixed safety feature provides a barrier between the hands and the needle after use. The safety feature should allow or require the worker's hands to remain behind the needle always:

(1) The safety feature is an integral part of the device and not an accessory.

(2) The safety feature is in effect before disassembly and remains in effect after disposal to protect users and trash handlers, and for environmental safety.

(3) The safety feature is as simple as possible, and requiring little or no training to use effectively.

2. Evaluation of replacement of new products for safe needle devices will be ongoing. Trending of needle stick and sharp injuries will be accomplished at least quarterly by the Infection Control Committee who will make recommendations for the evaluation of new products if indicated. Other groups which might make recommendations for the

evaluation of new products includes user groups, Commodity Standard Committee, Environment of Care Committee or Nursing Clinical Practice Council. Input from user groups responsible for direct patient care who are potentially exposed to injuries from contaminated sharps will be solicited in the identification, evaluation, and selection of safer medical devices. This could take place as involvement in informal problem-solving groups, participation in analysis of exposure incident data or participation in the evaluation of devices through pilot testing.

3. Education by the service of their staff regarding the appropriate and correct use of safe needle devices will be ongoing. Educational needs of staff will in part be determined by trending of needle stick and sharps injuries. Training for new equipment will involve company representatives. Other training, provided by knowledgeable staff, will include interactive classes during orientation, annual reviews, and any other time deemed necessary.

4. A sharps injury log will be maintained by Employee Health. This information will be presented to the Infection Control Committee on a quarterly basis.

5. Annual evaluation of safety devices where safer medical devices are available to employees; their use is mandatory and exceptions will be cleared by the Infection Control Committee prior to use.

6. Per memorandum 90-08, The Commodity Products Review Committee (CPRC) contacts companies for information or for trial products and evaluation forms for products are devised or selected.

7. Employees will be involved in the evaluation of new products or procedures. New products will be obtained to be sampled on each applicable unit. During the time, a product is sampled and evaluation forms will be given to employees sampling the product. The evaluation forms will be analyzed by the department/unit doing the trial, then the forms will be routed to the infection control practitioner for the evaluation in the annual BBP EPP revision. The summary of the evaluations from each department/unit will be taken into consideration along with costs and availability in the selection of the product(s). New procedures will follow the same process.

8. Once a new product or procedure is selected and put into place, staff will be encouraged to continue to give feedback by, for example, sending comments using evaluation forms, e-mail, or calling a specified contact person for the new product or procedure.

9. When the Product & Technology Standardization Team/Commodity Standardization Program denies a product, they are to document why the item cannot be purchased. This establishes a procedure for the denial of a product especially when a user requests the device and it meets the safe design needs of sharps.

	2017 Review TYPE OF DEVICE
	BRAND OF SAFETY DEVICE AVAILABLE
	EVALUATION OF SAFETY DEVICES

	Blood Collection Devices
	

	Butterfly - blood collection
	Safety-Lok blood collection

set (BD Vacutainer)
	No change anticipated

	Blood collection
	BD Vacutainer Eclipse (Lab)
	No change anticipated

	Finger stick lancets
	1-step Safety Lancet

(Surgilance)
	No change anticipated

	Lab capillary tubes
	Plastic (BD)
	No change anticipated

	Lab vacuum tubes
	Plastic (BD)
	No change anticipated

	IV delivery system
	

	PIV - Catheter Insertion
	ViaValve Safety IV Catheter with blood control
	Changed Oct-13

	PIV - Catheter Insertion
	BD Insyte Autogard Winged
	No change anticipated

	IV delivery system
	MicroClave Clear needleless

end cap
	No change anticipated

	IV delivery system
	BD Nexiva Closed IV

Catheter System
	No change anticipated

	Port-a-cath needles
	B. Braun WHIN safety Huber

needle set
	No change anticipated

	Radiopharmaceuticals

injections
	Saf-T-Intima (BD) access

system (Nuc Med)
	No change anticipated

	Syringes & Needles
	

	IM/SQ, TST and Insulin
	Monoject Safety Syringe

(Coviden)
	No change anticipated

	Carpuject
	Leur loc
	No change anticipated

	Needle
	Mini-spike Dispensing pin (Nuc Med)
	No change anticipated

	Butterfly
	Safety-Lok blood collection

set (Nuc Med)
	No change anticipated

	Blood Gas Syringe
	Arterial Blood Sampling Kit

(Sims Portex)
	No change anticipated

	Venipuncture Needle
	Punctur-Guard ( Bio-plexus)
	No change anticipated

	Biopsy needle
	Bard biopsy needle device

(Urology)
	No change anticipated

	Spinal needle
	Havel’s 22gaugex 8” spinal

needle (Urology)
	No change anticipated

	Suture needle
	None
	Blunt/tapered needles for muscle and fascia tissue

	Huber needles
	Surecan Safety Huber

(B.Braun)
	No change anticipated

	Hemodialysis needles
	AV Fistula with Wing-eater (JMS)
	No change anticipated

	Central Venous

Catheterization Kit
	Tray with safety features;

locking disposal cup staple
	No change anticipated


	Central Venous Catheterization Kit
	Tray with safety features; locking disposal cup staple anchoring device, safety

scalpel (Arrow)
	No change anticipated
	

	Medication Access
	
	
	

	Medication vial access
	Needleless system (B. Braun) Mini-Spike dispensing

pin with ultrasite valve, monoject smartip
	No change anticipated.
	

	
	needle, monoject blunt needles
	
	

	Scalpels
	

	Scalpel, disposable
	Sandel safety
	No change anticipated.
	

	Scalpel handles, reusable
	DeRoyal's Canica safety
No change anticipated
	

	Other Safety Devices
	

	Urine sampling
	Foley tray with needleless

Safe Sampling Port (Dover by Coviden)
	No change anticipated
	

	Dental
	Dental Dams (Rubber) Needle sheath prop one handed recapper (ProTector)
	No change anticipated

	Marker
	Civco fiducial marker kit (Urology)
	No change anticipated

	Carefusion Smart Site for

Pharmacy
	Carefusion
	No change anticipated

	Finger stick lancets for Lab
	1-step Safety Lancet

(Surgilance)
	Currently phasing out

	Finger stick lancets for Lab
	Safe-T-Lance by Smiths

Medical
	Currently phasing in

	FilmArray Hydration Solution Syringes for Lab
	BioFire Diagnostics, LLC
	Syringes with blunt needles to inject hydration solution into

FilmArray reagent pouch – No change anticipated

	FilmArray Sample Buffer Syringes for lab
	BioFire Diagnostics, LLC
	Syringes with blunt needles to inject patient samples and/or quality control into FilmArray reagent pouch - No change anticipated

	Safety Subculture Unit for Lab
	Wellkang Ltd
	Blood culture subculture unit

– has hard plastic needle - No change anticipated

Continue new technology search

	Type of Device
	Brand of Safety Device
Available
	Evaluation of Safety
Devices

	Sharp dental instruments for
	None
	Continue new technology


2. 2017 Safety Device Review

	Type of Device
	Brand of Safety Device
	Evaluation of safety

	Suture needles for Dental
	None
	Continue to search for new technology

	anesthetic needles for Dental
	None
	Continue to search for new technology

	scalpel blades for Dental
	None
	Continue to search for new technology

	Microtome Blades for Lab
	None
	Continue to search for new technology

	PICC introducer needles
	None
	Continue to search for new technology

	Syringe and needle for Nuclear Med
	None
	Continue to search for new technology

	Cook Quick Core Biopsy Needle Set for Radiology
	None
	Continue to search for new technology

	Chiba Biopsy Needle for Radiology
	None
	Continue to search for new technology


ATTACHMENT D

Labels and Signs

1. Biohazard warning labels (fluorescent orange with lettering and symbols in contrasting color) shall be used to warn employees about the presence of bloodborne pathogens. These labels shall be on the following: containers of regulated waste, refrigerators and freezers containing blood or other potentially infectious materials, containers used to store, transport or ship blood or other infectious materials and on fully or partially contaminated equipment. Red bags and containers shall be used for infectious waste and disposable, used sharps. Employees are to notify their supervisor if they discover regulated waste containers, refrigerators containing blood or OPIM, contaminated equipment, etc. without proper labels.

a. Warning labels shall be affixed to containers of regulated waste, refrigerators, and freezers containing blood, or other potentially infectious material, and other containers used to store, transport, or ship blood, or other potentially infectious materials.

b. These labels shall be fluorescent orange with lettering and symbols in a contrasting color. Red bags or red containers may be substituted for labels.

c. Labels shall be affixed as close as feasible to the container by string, wire, adhesive, or other method that prevents their loss or unintentional removal.

d. Containers of blood, blood components, or blood products that are labeled as to their contents and have been released for transfusion, or other clinical use, are exempted from the labeling requirements.

e. Individual containers of blood, or other potentially infectious materials, that are placed in a labeled container during storage, transport, shipment, or disposal are exempted from the labeling requirement.

f. Labels required for contaminated equipment shall be in accordance with this paragraph and shall also state which portions of the equipment remain contaminated.

g. Signs shall be posted at the entrance of work areas specified above.

ATTACHMENT E

Personal Protective Equipment (PPE)

1. All PPE used will be provided without cost to employees. PPE is chosen based on the anticipated exposure to blood or other potentially infectious materials. PPE will be considered appropriate only if it does not permit blood, or other potentially infectious materials, to pass through or reach the employees' clothing, skin, eyes, mouth, or other mucous membranes under normal conditions of use, and for the duration of the time the protective equipment will be used.

a. Due to safety issues, sandals, CROCs (with holes in the top) or other open toed shoes are not to be worn in direct patient care areas.

b. Gloves are available in a variety of types and sizes. Gloves are required for any phlebotomy or vascular access procedure. They are not required for an injection if hand contact with blood or other potentially infectious materials is not reasonably anticipated

c. Utility gloves may be decontaminated for reuse if their integrity is not compromised. Discard utility gloves if they show signs of cracking, peeling, tearing, puncturing, or deterioration. Never wash or decontaminate disposable gloves for reuse.

d. Wear appropriate gloves when it can be reasonably anticipated that there may be hand contact with blood or OPIM, and when handling or touching contaminated items, or surfaces. Replace gloves if torn, punctured, contaminated, or their ability to function as a barrier is compromised.

e. Masks in combination with eye protection devices, such as goggles or glasses with solid side/top shields, or chin length face shields, are required to be worn wherever splashes, spray, splatter or droplets of blood/body fluids may be generated and eye, nose or mouth contamination can reasonably be anticipated.

f. Fluid repellant gowns are available to prevent minor amounts of blood/body fluids from getting on clothing. In areas, such as the operating room (OR) and endoscopy suite, the gowns are impervious to blood/body fluids.

g. To minimize migration of contamination beyond the work area, employees must:

(1) Remove immediately, or as soon as feasible, any garment contaminated by blood or OPIM in such a way as to avoid contact with the outer surface PPE after it becomes contaminated, and before leaving the work area.

(2) Dispose PPE contaminated by blood or OPIM in red biohazard bags.

(3) Dispose of PPE that is not contaminated by blood or OPIM in the black leak proof plastic trash bags.

(4) Perform hand hygiene immediately or as soon as feasible after removal of gloves or another PPE.

(5) PPE is to be worn around contamination and is not to be worn in the halls. This includes gloves, masks and shoe covers.

(6) If uniform/clothing becomes contaminated, change into scrubs before leaving a work area. The employee may sign out a pair of scrubs from the supervisor. Wash any areas of skin contaminated by blood or body fluids. Soiled clothing is to be placed in black plastic leak proof bags and taken home and cleaned in the home washer and dryer with detergent and bleach per the labels.

ATTACHMENT F

Regulated Waste and Disposal

The term "regulated waste" refers to categories of waste, which require special handling such as liquid or semi-liquid blood or OPIM and include: contaminated items that would release blood or OPIM in a liquid or semi-liquid state if compressed (i.e. bloody dressings), items that are caked with dried blood or OPIM and are capable of releasing these materials during handling (i.e. specimen containers, test tubes, tissue specimen, liquid blood specimens, used blood tubes), and contaminated sharps; cultures, pathological and microbiological wastes containing blood or OPIM.

1. Sharps containers are for the disposal of contaminated needles and other sharp items. These will be as close to the point of use as possible. Needle products and contaminated disposable sharps shall be discarded immediately into sharps containers. It is suggested that guide wires be coiled and enclosed in a glove before disposal into a sharps container.

2. Glass that is broken or unbroken is to be placed in a box, or in the container in the soiled utility room that is labeled “glass”.

3. All contaminated sharps shall be discarded as soon as feasible in sharps containers, which may be found in the following locations; medication carts, patient rooms (except on 4S), exam/treatment rooms, dietetic dining room, hemodialysis, employee health, intensive care units, emergency room, or suite.

4. Regulated waste (blood or body fluids that could spill or leak) other than sharps shall be placed in plastic bags that are marked as infectious waste or biohazard. The bags are to be placed in red plastic barrels marked as biohazard. These barrels may be found in the following locations: Soiled SPD rooms; Emergency Room; Dental Clinic; Hemodialysis; Endoscopy; Wards; Soiled Utility Rooms.

5. The containers are inspected, maintained, and replaced by staff on a schedule assigned by each service chief or nurse manager. Environmental Management Staff (EMS) may also check the sharps containers.

6. Check sharps container and do not allow overfilling. If it is 2/3 to 3/4 full, carefully close the lid, remove the box, and replace it with a new one. Seal the filled container tightly; take to the area designated by the unit, and place in infectious waste container for proper disposal.

7. Containers are to be maintained upright throughout use.

8. New sharps containers are to have the lids securely fastened when placing them in the holder. Containers may also be locked onto a mobile cart, if one is used by healthcare workers in these units, or they may be brought to the site and removed by the employee upon leaving.

9. When moving containers of contaminated sharps from the area of use, the containers shall be closed immediately prior to removal, or replacement to prevent spillage, or protrusion of contents during handling, storage, transport, or shipping, and placed in a secondary container, if leakage is possible. The second container shall be: closable and constructed to contain all contents, and prevent leakage during handling, storage, transport, or shipping.

10. Immediately, or as soon as possible after use, contaminated reusable sharps shall be placed in appropriate containers until properly reprocessed. Reusable sharps, such as large bore needles, scalpels, and saws, pose the same percutaneous exposure hazard as disposable sharps, and must be contained in a manner that eliminates or minimizes the hazard until they are reprocessed. Therefore, the containers for reusable sharps must meet the same requirements as containers for disposable sharps, with the exception that they are not required to be closable, since containers used for collecting and holding reusable sharps will be reused. Contaminated sharps, that are reusable, are to be placed back on the procedure tray, as soon as possible, after use. All contaminated reusable sharps are considered as potentially infectious material and will be sent to SPD for sterilization.

11. Sharps containers and red bag wastes are picked up by environmental management service from designated areas in each department.

ATTACHMENT G

Laundry Procedures

All soiled linen will be handled and bagged as potentially infectious. All soiled linen will be placed in self-closing linen bags that are designed to contain moisture and airborne contaminants. Linen will be double bagged if the outside of the first bag is contaminated with body substances. All employees who handle soiled linen will utilize PPE to prevent contact with blood/body fluids. Laundry from this facility will be cleaned at the Louisville VA Medical Center whose personnel also handle all laundry as being potentially contaminated.

1. Standard Precautions will be used in the handling of all laundry.

2. All soiled linen is considered contaminated. Contaminated laundry shall be handled as little as possible with a minimum of agitation and shall be bagged at the location where it was used and shall not be sorted or rinsed in the location of use.

3. Whenever contaminated laundry is wet and presents a reasonable likelihood of soak through of or leakage from the bag or container, the laundry shall be placed and transported in bags or containers which prevent soak-through and/or leakage of fluids to the exterior.

4. Not all contaminated laundry must be placed in such bags or containers; only laundry that is wet enough to leak or soak through and expose employees handling the bags/containers to blood or OPIM, or contaminate other surfaces.

5. Employees who have contact with contaminated laundry wear protective gloves and other appropriate PPE to prevent or reduce contact exposure to blood or OPIM.

ATTACHMENT H

HEPATITIS B VACCINE AND FORM

1. The Hepatitis B Vaccine series is available at no cost to all health care workers (HCW) that includes employees and volunteers who have occupational exposure.

a. The form on the following two pages is used to document the consent or declination by the HCW and the administering of the vaccine and follow-up testing.

b. The employee health nurse will provide information to HCWs prior to hepatitis B vaccinations addressing the safety, benefits, efficacy, methods of administration, availability and then administer the vaccine.

c. The vaccine is offered after the HCW has received training and within ten (10) working days of the HCWs initial assignment to a job where exposure to bloodborne pathogens is possible.

d. HCWs who do not respond to the primary vaccination series will be offered revaccination with a second three-dose vaccine series and be retested. Non-responders will be informed that they are considered non-immune. Non-vaccinated HCWs, who have rendered assistance in any situation involving the presence of blood or OPIM, will have the full hepatitis B vaccination series made available to them within 24 hours.

e. If the CDC recommends a routine booster dose(s) of hepatitis B vaccine at a future date, such booster dose(s) shall be made available.

2. Post-vaccination Serologic Testing

a. HCWs who have written documentation of a complete, >3-dose Hep B vaccine series and subsequent post-vaccination anti-HBs >10 mIU/ml are considered hepatitis B immune.

b. Immunocompetent persons have long-term protection against HBV and do not need further periodic testing to assess anti-HBs levels.

c. All HCWs recently vaccinated or recently completing Hep B vaccination who are at risk for occupational blood or body fluid exposure should undergo anti-HBs testing.

d. Anti-HBs testing should be performed 1–2 months after administration of the last dose of the vaccine series when possible.

e. Completely vaccinated HCWs with anti-HBs <10 mIU/mL should receive an additional dose of Hep B vaccine, followed by anti-HBs testing 1–2 months later.

(1) HCWs whose anti-HBs remains <10 mIU/mL should receive 2 additional vaccine doses (usually 6 doses total), followed by repeat anti-HBs testing 1–2 months after the last dose.

f. EMPLOYEE HEALTH RECORD: HEPATITIS B VACCINE COMPLIANCE FORM page 1

(Print Name) 
(Birth date) 
(SS#)  

has been determined to be at risk of contracting Hepatitis B because of job related duties. Hepatitis B vaccine must be offered within 10 days of employment. Begin by answering each of the three following questions. Do you have?

Yes[image: image10.png]


   No[image: image11.png]


   Hypersensitivity to yeast or any vaccine component (aluminum hydroxide or thiomersal)?

Yes [image: image12.png]


    No  [image: image13.png]


 Currently with moderate to severe acute febrile illness? Yes [image: image14.png]


    No [image: image15.png]


 Current or history of Hepatitis B infection?

If all the above questions are “No”, medical authorization per VAMC Memorandum No. 111-02 is given for the series of three (3) doses with recombinant vaccine. Most people have no side effects from the Hepatitis B vaccine. The injection is given in the muscle of the upper arm. This may cause soreness for a day or two at the injection site. As is the case of most drugs or vaccines, there is a possibility that allergic or more serious reactions will occur in a very small percentage of cases.

Effectiveness: Seroconversion, (immunity to Hepatitis B) following the series of three injections has occurred in more than 90% of those who received the vaccine. How long protection lasts after vaccination and the need for booster doses are not known. If you have any questions about the vaccine, please ask now or sign the declination below.

CONSENT: I have read the information about Hepatitis B, the Hepatitis B vaccine and have received the Hepatitis B Vaccine Information Statement. I have had an opportunity to ask questions and understand the purpose, benefits, and risks of Hepatitis B vaccination. I understand that I must have at least 3 doses of vaccine to confer immunity. However, as with all medical treatment, there is no guarantee that I will become immune or that I will not experience an adverse side effect from the vaccine. I request that it be given to me.


Consent of Recipient
Witness
Date

Vaccination is encouraged unless:

1) documentation exists that the employee has previously received the complete series, Yes  [image: image16.png]


    No  [image: image17.png]


   Date:  

2) antibody testing shows the employee is immune, and/or  Yes  [image: image18.png]


    No  [image: image19.png]


   Titer:  

3) Medical evaluation shows that vaccination is contraindicated.

Yes  [image: image20.png]


    No [image: image21.png]



Those employees meeting 1, 2 or 3 above are exempt and shall have this information documented in their medical record. If the employee initially declines hepatitis B vaccination but later decide to accept the vaccination, the employer shall make available at no cost the hepatitis B vaccination at that time.

Employees who decline to accept hepatitis B vaccination offered by the employer sign a statement of the Hepatitis B Vaccine Declination (Mandatory) which is as follows;

DECLINATION: I understand that due to my occupational exposure to blood or other potentially infectious materials I may be at risk of acquiring hepatitis B virus (HBV) infection. I have been given the opportunity to be vaccinated with hepatitis B vaccine, at no charge to myself. However, I decline hepatitis B vaccination now. I understand that by declining this vaccine, I continue to be at risk of acquiring hepatitis B, a serious disease. If in the future, I continue to have occupational exposure to blood or other potentially infectious materials and I want to be vaccinated with hepatitis B vaccine, I can receive the vaccination series at no charge to me.


Employee Signature
Date


Witness Signature
Date

3. VAMC EMPLOYEE HEALTH HEPATITIS B VACCINE RECORD page 2

Hepatitis B Vaccination shall be made available after the employee has received the training required and within 10 working days of initial assignment to all employees who have occupational exposure unless the employee has previously received the complete hepatitis B vaccination series, antibody testing has revealed that the employee is immune, or the vaccine is contraindicated for medical reasons.

4. Hepatitis B - The Disease

Hepatitis B is a viral infection caused by Hepatitis B virus (HBV) which causes death in 1-2% of patients. Most people with Hepatitis B recover completely, but approximately 5-10% become chronic carriers of the virus. Most of these people have no symptoms, but can continue to transmit the disease to others. Some may develop chronic active hepatitis and cirrhosis. HBV also appears to be a causative factor in the development of liver cancer. Thus, immunization against Hepatitis B can prevent acute hepatitis and reduce sickness and death from chronic active hepatitis, cirrhosis, and liver cancer. The Hepatitis B vaccine is also known as the first anti-cancer drug by helping to prevent liver cancer.

5. Information about Hepatitis B Vaccine (Recombinant)

Hepatitis B vaccine is made using recombinant DNA technology with no serum from human donors. A high percentage of healthy people who receive three doses of vaccine achieve high levels of Hepatitis B Antibodies (anti-HBs) and protection against Hepatitis B. Full immunization requires three doses of vaccine over a six-month period. There is no evidence that the vaccine has ever caused Hepatitis B or AIDS. However, persons who have been infected with HBV prior to receiving the vaccine may go on to develop clinical hepatitis despite immunization. The duration of immunity is unknown now but is probably long term.

6. Possible Side Effects

The incidence of side effects is very low. No serious side effects have been reported with the vaccine. A few persons’ experience tenderness and redness at the site of injection. Low grade fever may occur. Rash, nausea, joint pain, and mild fatigue have also been reported. The possibility exists that more serious side effects may be identified in the future.

7. First Series

Give 20 micro-gram dose IM (1” to 1.5”, 20 to 25-gauge needle) in the deltoid muscle at 0, 1 & 6 months.

Have titer drawn one to two months after the 3rd dose. If 6 months or less have passed since the 1st dose, continue the series, 2nd dose now, & 3rd dose in 4 to 6 months

	Date/Time
	Manufacturer
	Site
	Dose
	Given By
	Date & Titer

	Given
	Lot #
	
	
	Whom
	Results

	VIS Date
	/Expiration
	
	
	
	

	
	date
	
	
	
	

	1st dose
	
	
	
	
	

	2nd dose
	
	
	
	
	

	3rd dose
	
	
	
	
	*


*After the third dose, if the Hepatitis B Surface Antibody (anti-HBs) test is POSITIVE, the person is immune, stop series.

8. Second Series for Non-Responder

If the Hepatitis B Surface Antibody (anti-HB) test is NEGATIVE after the third dose, the individual is not immune. Start the fourth dose and give 20 micro-gram dose IM (as above). Check the titer one month after the fourth dose. If individual does not convert, complete the second series. Recheck titer one to two months after the sixth dose. Approximately 20% to 50% of non-responding individuals have been shown to produce antibody after the fourth dose, and 50 to 75% will respond after six doses.

	Date/Time
	Manufacturer
	Deltoid
	Dose
	Given By
	Date & Titer

	Given
	Lot #
	Site
	
	Whom
	Results

	VIS** Date
	/Expiration
	
	
	
	

	
	date
	
	
	
	

	4th dose
	*
	
	

	5th dose
	
	
	

	6th dose
	***
	
	


*If the Hepatitis B Surface Antibody (anti-HBs) test is POSITIVE, the person is immune, stop series.

** Vaccine Information Statements

*** If the Hepatitis B Surface Antibody (anti-HBs) test is Negative, do not repeat the series

ATTACHMENT I

RECORD KEEPING

9. All training records for employees will be maintained by the service of the employee. If requested, services shall furnish a copy of attendance for the annual refresher training to the infection control practitioner.

10. All exposure incident records shall be maintained by employee health. The employee records are not disclosed or reported without the employee's express written consent to any person within or outside the workplace, except as required by law.

11. All required medical records will be made available to OSHA upon request. VAMC shall maintain the records for at least the duration of the employee's employment, plus 30 years. Employee medical records shall be provided upon request for examination and copying to the subject employee or to anyone having written consent of the subject employee. If VAMC ceases to do business and there is no successor employer to receive and retain the records for the prescribed period, VAMC shall notify OSHA at least three months prior to their disposal and transmit them to OSHA, if required by OSHA to do so, within that three-month period.

12. The record shall include:

a. The name and social security number of the employee.

b. Routes and circumstances of all exposure incidents.

c. Results of source individual’s blood testing, if available.

d. Documentation that the employee was informed of the evaluation of the results of post- exposure medical evaluation and the need for follow-up shall be included.

e. A copy of the employee's hepatitis B vaccination status, including the dates of all the hepatitis B vaccinations, any medical records relative to the employee's ability to receive vaccination or signed declination statements, and a copy of all results of examinations, medical testing, and follow-up procedures, including the post-exposure prophylaxis provided if indicated:

f. An evaluation of any reported illness related to the exposure incidents.

g. The counseling information provided.

h. The employer's copy of the healthcare professional's written opinion.

i. A copy of the information provided to the healthcare professional.

Attachment E:  TUBERCULOSIS PREVENTION AND EXPOSURE CONTROL PLAN
TUBERCULOSIS PREVENTION AND EXPOSURE CONTROL PLAN
1. PURPOSE: To establish  a written control plan to identify  and contain the patient with infectious Tuberculosis  (TB). The term infectious  (active) TB is used in reference to a symptomatic  patient with TB who is producing an aerosol of contagious  material during coughing,  sneezing,  and talking (laryngeal  TB).  It may also refer to a patient with a large TB wound with the potential to create infectious  aerosols during wound irrigation and debridement.

To establish  a continuous  surveillance  program to identify  patients in extended care and health care workers (HCWs) with latent TB infection  (LTBI - have the bacterium but not the disease), positive tuberculin  skin tests (TST), and recent TST conversion.   The term HCW applies to personnel (volunteers/students/employees,  including workers without  compensation (WOC) working in this institution.

To establish an effective  personal respiratory protection program (PRPP) program for the HCWs.
2. POLICY: All elements  of this policy are to be followed  for the safety of patients,  residents and HCWs.
3. RESPONSIBILITY
a. Infe ction Control Committe e (ICC),  chaired  by the hospital epidemiologist,  coordinates the overall TB control program.
b. Learning resource center (LRC), with the assistance of infection control provides annual refresher education on TB to HCWs via the Talent Management  System (TMS) when requested by a service.
c. Hospital Epide miologis t via the Infection  Control Practitioners  (ICPs) initiates  and directs the investigation  of any nosocomial exposure of patients and/or HCWs to infectious  TB and coordinate these activities  with the occupational health (OH) staff.
d. Infe ction Control Practitioners
(1) Assist the hospital epidemiologist  in execution of her/his  responsibilities.

(2) Assist OH in exposure follow-up.
(3) Provide guidance/assistance  with annual inservice  education on TB as requested.
(4) Report TB cases to the appropriate county health department and serves as the liaison between the institution  and the health department regarding  patients with TB.

e. OH staff.
(1) Develops and executes the surveillance  program for HCWs and volunteers,  and provides  accurate annual reports of the TST surveillance  program to the ICC.

(2) Coordinates post-exposure evaluation  of HCWs with the hospital epidemiologist  and ICP, and provides a report to the ICC on all activities  related to any investigation  of TB exposure in patients and HCWs.
(3) Reports HCWs identified  with new acquisition  of TB as a work related illness  to IC staff immediately,  and to the ICC at the next ICC meeting.

(4) Provides return-to-work clearance to the employee  with active pulmonary TB in consultation with the hospital epidemiologist.

(5) Ensures that the results of all tests (TST will be recorded in mm of induration)  and procedures are filed in the health record.
(6) Notifies the appropriate service chief if an employee does not report for their TST, as required by policy.
f. Chief of engineering service is responsible  for the development  of a written procedure to ensure that appropriate engineering  controls are in place to minimize  contamination  of the air with TB from an infectious  patient,  and that these are functioning  effectively.

g. Safe ty manage r is responsible  for the development  and implementation of an effective  PRPP. Service chiefs will collaborate with the safety manager  in identifying  HCWs essential for providing patient care to be enrolled  in this PRPP (see VAMC Memorandum No. 138-14, Respiratory Protection Program).  The respirator program administrator/designee  will provide:
(1) Annual training  and education on the risks/benefits  of wearing  the respirator, instructions  on how the wearer will inspect, don, fit check, and correctly wear their respirator.
(2) Maintenance  of powered air purifying respirator (PAPR) to ensure proper inspection,  cleaning, and storage.
h. Chie f of infe ctious dise ase (ID) or the ID cons ultant on call is responsible  for providing consultation  on patients with TB and employees  with positive  TSTs.
i. Atte nding  phy sician and nurse practitione r staff.
(1) Identifying  high risk patients who may have infectious  TB in the outpatient  clinic  areas or in the hospital.
(2) Interpretation  of TSTs of 5 mm or greater induration  that is placed on any patient or resident.

(3) Expeditiously  placing  patients with suspected TB in AFB/Airborne  precautions (red sign) in a negative  pressure isolation room, ordering the appropriate tests, and maintaining precautions  until TB is ruled out.
(4) Requesting an ID consultation  if appropriate.

j. Chie fs of the Eme rge ncy De pa rtme nt (ED) and Primary  Care Clinics are responsible  for procedures in the ED and Primary Care Clinics  that manage patients with possible or confirmed  TB as expeditiously as possible including isolating the patient from others.
k. Chie f of microbiology  or de signe e is responsible  for prompt reporting of all specimens  that are positive  for AFB by smear and/or culture to the hospital epidemiologist  and/or ICP, and the primary physician  of record.

l. Associate Medical Center Director for Patient Care Services.
(1) Ensuring  that nurse managers  assigned  to clinical units,  outpatient  clinics/ED  are competent in executing the following:
(a) Achieving  compliance  with AFB/Airborne  Precautions  (red sign) practices by all HCWs and visitors  caring for patients with suspected or confirmed  infectious  TB.

(b) Educating visitors  on proper AFB/Airborne  Precautions  practices when entering the room of a patient in AFB/Airborne  Precautions.
(c) Maintaining patient confidentiality  in accordance with the Privacy Act, releasing information to other VAMC employees on a "need to know basis" only.
(2) Ensuring the competency of nursing personnel who perform or interpret  the TST.
m. The clinician of re cord for Community  Living Ce nte r (CLC), Hospice , Post Traumatic Stre ss Disorde r unit (PTSD), and Subs tance Abus e Tre atme nt Program (SATP) Patients
will be responsible  for monitoring patients and notifying the hospital epidemiologist  and/or ICPs of any patient with newly  acquired TB infection  (TST conversion),  or active disease.

n. Associate Chie f of Staff for Education.
(1) Notifying  affiliated  institutions  of the current TB policy that requires a TST result (done within the last 12 months) to be in the personal folder of each trainee,  unless there is a documented  positive TST result.
(2) Maintaining on file responses from all affiliated  institutions  that such TST documentation  is current for each year and available  in the health record of the trainee.

o. Chie f of M e ntal He alth is responsible to ensure that each veteran assigned to work in the compensated work therapy (CWT) program receives a 2-step TST before they begin their service as outlined  in the Mental Health Infection  Control Guidelines  and 29-1 patients are included  in the TB testing  program.
p. Chie f of Voluntary Se rvice coordinates activities  with OH to ensure that volunteers  receive a 2- step TST when they begin work (see Attachment  G).  Volunteers  on a Regular Volunteer  Assignment working day to day and have patient contact will receive a 2-step TST.  This type of volunteer  includes but is not limited  to; non-pay work study staff (go through Human Resources (HR)), college students in the College Student Now Study (go through HR), adult and teen volunteers.   Volunteers  that are on an occasional assignment  that include  but are not limited  to visitors  for special events, Honor Guard, board members,  tax preparers and bingo volunteers  are excluded.
q. Service Chiefs are responsible  for monitoring  compliance  with this policy.  Service Chiefs/designee  may notify  LRC of staff name and Time and Leave (T&L) number to have training on TB added to staffs learning plan in TMS if needed.
r. HCWs are to be familiar  with the intent  of this policy and for compliance  with TST and fit testing.

3. PROCEDURES
a. Risk assessme nt: See Attachment  A
b. Imple me ntation  of patie nt care program.
(1) Early detection of patients with TB is imperative.   The diagnosis  of active pulmonary TB should be considered for all patients with specific  clinical profiles  at presentation  to the ED, clinics,  or on admission.   MDR-TB is classified  as a category C agent of biologic  terrorism.

(2) A diagnosis  of TB should be considered  in any patient with persistent  cough (>3 weeks duration) and one or more of the following  symptoms:  Bloody sputum,  night  sweats, weight loss (>10% body weight  over six months),  fever (>101oF or 38.5oC on more than one occasion during the past three weeks).  The index of suspicion  for TB should be high among groups of patients in which the prevalence of TB is high.   These include  Human Immunodeficiency  Virus (HIV) infected  persons, contacts of persons with active TB, injecting  drug users, homeless  persons, alcoholics,  elderly,  foreign  born persons from Asia, Africa, the Caribbean, and Latin America,  and patients with other conditions  including silicosis,  prior jejunoileal bypass surgery,  chronic renal failure,  diabetes, or immunosuppression  due to malignancies,  steroid therapy, or other immunosuppressive  drugs.  TB should be suspected in persons who have recently (within 2 years) "converted" their TST.  Active TB should also be suspected in persons who have been treated or are currently  under treatment with anti-TB medications  but who continue  to have symptoms  (as above).  These individuals  may be infected with multiply-drug resistant TB (MDR-TB) and should  be isolated  until evidence of non-contagiousness  can be obtained.

(3) TSTs, Use of interferon-gamma  release assays (IGRAs) and Practitioner  follow-up  (see ATTACHMENT B)
a. Te sting for Late nt and Active TB see ATTACHMENT C
b. M anage me nt of outpatie nts with sus pe cte d or actua l TB
(1) Outpatients (examples:  in primary care, CBOCs, 29-2, or Community Living Center (CLC)) will be given a surgical mask and be instructed  to keep mask on until they are placed in a negative  pressure room or if applicable,  until the patient arrives home (see i. below).
(2) All patients presenting to the ED with symptoms  of TB (see 4, b, (1), (a)) will be screened for TB by ED practitioners.   Signage  is posted for patients to ask for a mask if they have a cough.  Those patients in the ED with suspected or confirmed  TB will be given a surgical mask and instructions  to wear mask at all times until they are placed in an AFB/Airborne  Precautions  room (red sign) (see Attachment  D).  The door to the room will be kept closed.  Patients will be educated by the practitioner/designee  on the reasons for the precautions.   Tissues will be provided for the purposes of cough and sputum containment.   For procedures or treatment  that cannot be done in the negative pressure room, the patient will be provided with a surgical mask, instructions  on keeping the mask on at all times,  and consideration  will be made as to staff accompanying  the patients at all times to ensure the mask stays on.  HCWs that enter the room of this patient are required to be fit-tested and be appropriately  masked with an N-95 respirator or a PAPR.  These are located on the isolation cart outside the isolation patient’s room and stored in an area designated  by the Nurse Manager.  Employees  are to keep the N-95 respirator as long as it is clean and provides a proper seal in a paper or plastic bag between patients.   (For maintenance  see VAMC Memorandum No. 138-14, Respiratory Protection Program).
(3) If the patient is to be admitted, the physician/designee will ensure that the admission process will prevent unnecessary interviews/exposures  to clerical staff.  The bed control staff will assign the patient to an AFB/Airborne  Precautions  (red sign) room as a “Rule/Out  (R/O) TB" patient.
c. M anage me nt of inpa tie nts in AFB/Airbo rne  Pre cautions  (re d sign) rooms.  Patients who are placed in AFB isolation should be educated by the unit nursing staff about the transmission of TB and the reasons for isolation.   Patients should  be taught to cover their mouths and noses with a tissue when coughing  or sneezing,  even while  in the AFB isolation  room.
(1) Patients with suspected or diagnosed active TB will be placed in AFB/Airborne  Precautions (red sign) negative  pressure isolation  room.  These rooms are listed in Attachment  D and have a minimum of 6 air exchanges  per hour.  The exhaust air is vented directly to the outside maintaining negative  pressure relative  to the hall (the air goes from the hall,  around the door and into the room).  If an anteroom is present, it is maintained  at positive  pressure relative  to the AFB/Airborne  Precautions  (red sign) room.

(2) The windows and doors will be kept closed at all times and precautions  for AFB/Airborne Precautions  (red sign) will be clearly displayed at the entrance of the room and on the ante-room door.
(3) Periodic checks are required to maintain  the desired negative  pressure and the optimal operation of monitoring  devices.  Checks include  both visual checks and by the electrical alarm panel outside each room.  The visual checks include  but are not limited  to: flutter  strips, a small strip of tissue paper held in the gap of a door to yield direction of airflow  as well as a subjective  indication of intensity,  smoke tubes, magnetic  tape or any thin,  lightweight  material will do or the use of a simple and inexpensive measurement  device known as a vaneometer,  or swinging  vane anemometer.   The electrical alarm panel outside each room has a Green light  – negative  pressure and a red light  – malfunction indicating the  need to call Engineering Service.  The nurse manager/designee  will notify Engineering Service promptly if the alarm panel outside the AFB/Airborne  Precautions (red sign) room indicates  a malfunction with
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(a) Rooms should  be checked for negative  pressure before occupancy.
 SHAPE  \* MERGEFORMAT 



 SHAPE  \* MERGEFORMAT 



 SHAPE  \* MERGEFORMAT 



(4) Patients, who have mycobacteria  which  are not considered infectious  (for example,

Mycobacterium avium), may be placed in any patient care area.
(5) Each Service/Unit  receiving  a patient from an AFB/Airborne  Precautions  isolation  (red sign) room will be informed  of the status of the patient, prior to transfer, by the nursing staff.
(6) Patients in AFB/Airborne  Precautions  (red sign) are to remain in their rooms, unless a procedure or test is to be performed that cannot be done in the room.
When patients leave their isolation  rooms, their mouth and nose must be covered by a surgical mask.  HCWs accompanying  the patient do not need to wear a mask outside the isolation  room.  Patients must be brought back to their isolation rooms immediately  after their procedure or test is done.  Efforts should  be made to schedule the procedure at a time when it can be performed  rapidly,  and when waiting  areas are less crowded.
(7) The nurse manager/designee  will notify  any area receiving the patient of the precaution status, if the patient needs to be transported to another area of the facility,  or for discharge.   Patients in AFB/Airborne  Precautions  (red sign),  who are transported outside their rooms, must wear a surgical mask at all times and staff is to accompany the patient at all times.
(8) HCWs that enter the room of this patient are required  to be fit-tested and be appropriately masked with an N-95 respirator or a PAPR.  These are located on the isolation cart outside the isolation patient’s room and stored on each unit in an area designated  by the Nurse Manager.  Employees  are to keep the N-95 respirator as long as it is clean and provides a proper seal in a paper or plastic bag between patients.   (For maintenance  see VAMC Memorandum No. 138-14, Respiratory Protection Program).
(9) The number of persons entering  the AFB/Airborne  Precautions  (red sign) rooms will be kept to a minimum.   All HCWs, who enter the room of the patient,  are required  to be fit-tested and required to be masked with a N-95 particulate  respirator or PAPR.
(10) All visitors  must wear a surgical mask and may wear an N-95 respirator, although they do not need to be fit-tested.   Exceptions  may be made after consultation  with IC.  Documentation  of IC discussion  will be placed in CPRS under an “Infection  Control Alert”.  No children under 5 years are to be allowed in AFB/Airborne  Precautions (red sign) isolation  rooms under any circumstances.   Older children  may not be allowed in these isolation  rooms without  the permission of IC.

(11) Surgery/OR.
(a) Elective  operative procedures on patients who have TB should  be delayed until the patient is no longer infectious.

(b) Patients with active TB who must undergo surgery should be handled as follows:
(c) Attempts should be made to perform the procedure at a time when other patients are not present in the operative suite and when a minimum number of personnel are present (e.g., at the end of day).
(d) Intubate patients pre-op in 6-South Intensive  Care unit (ICU) negative  pressure control airway then go to OR (see Anesthesia  Infection Control Guidelines).

(e) Place a bacterial filter  on the patient’s endotracheal tube (or at the expiratory side of the breathing  circuit  of a ventilator  or anesthesia  machine  if these are used) when operating on a patient.

(f) Doors to the OR should  be closed.  Traffic  into and out of the room should be minimal  to reduce the frequency of opening and closing the door.
(g) During  postoperative recovery, the patients should be monitored  in AFB/Airborne  Precautions (red sign) rooms in 6 South ICU. Post anesthesia  Care Unit (PACU) does not have these rooms and cannot accept a TB patient.
d. Treatment. See Attachment  E
e. AFB/Airbo rne  Pre cautions (re d sign) rooms will be maintained  until the patient is rendered non- infectious,  or the diagnosis  of TB is excluded.
All patients suspected of having  TB and with positive sputum smears will be isolated until;
(1) Infectious  TB is unlikely and another diagnosis  is made that explains  the syndrome, or

(2) Three consecutive  daily sputum smears are collected at least 8 to 24 hours apart and at least one sputum is to be collected  in the early morning  and all smears are negative,  and
(3) Patient has received standard anti-tuberculosis  treatment (minimum  of 2 weeks), and
(4) Patient has demonstrated  clinical  improvement.

f. Re porting of patie nts with active TB.  All patients with positive  sputum,  AFB smear, and a clinical profile  compatible  with TB or positive  culture for M. TB, will be reported to the health department in the county of residence by the IC staff.
g.  Patie nt discha rge.  Patients may be discharged  from the hospital to await test results or continue treatment at home after the TB control office  of the patient's local county health department has been notified  by the practitioner.   By Kentucky state law, patients may not be discharged  from the hospital without  this notification and acceptance of the patient for continuation of care by health department personnel.   A list of health department phone numbers and contacts is maintained  in the IC office  and can be obtained by calling  381-5960. IC will fax necessary lab reports, x-ray reports, and a discharge summary,  if available,  to the health department doing the directly  observed therapy (DOT).

Discharged  patients are to be given instructions  on wearing  a mask to protect others.  This should be a simple  surgical mask.  Additional  requirements  are:
(1) Follow-up plan has been made with local TB program.
(2) Patient is on standard treatment  and directly  DOT is arranged.
(3) No person in home <4 years old or immunocompromised.

(4) All in household previously  exposed.
(5) Patient willing  to stay home until sputum results negative.
(6) Do not release if high-risk  persons will be exposed.
h. Discharge cle aning of ne gative pre ssure rooms:  If a patient placed in precautions  for confirmed, or R/O TB is discharged,  or dies prior to the confirmation  of the diagnosis  or treatment,  the following precautions  will be used:
(1) The room will be maintained  at negative  pressure with door closed for a minimum of 60 minutes.

(2) If the room requires immediate  cleaning  (i.e., before 60 minutes  has elapsed), the HCW will wear the required protective masks while  cleaning  the room.
(3) No new patient will be placed in the room until a minimum  of 60 minutes  has elapsed to allow for removal of potential environmental  contamination.

i. Re fusal to follow tre atme nt or pre cautions:
(1) Patients with active Tuberculosis  who will not comply with isolation will be detained in isolation  under the authority  of KRS 215.540 to 215.580 the "Kentucky Recalcitrant  TB Patient Control Law."  Detention,  if necessary, should  be initiated  by the attending physician with the aid of IC and hospital security, if necessary.  If the patient refuses to comply with IC policy,  they will be discharged from the medical center.  This action will be coordinated  by the attending  physician  and IC, with the health department in the patient's county of residence.
The health department will initiate  legal proceedings for quarantine,  if necessary.
(2) Family  or visitors,  that are non-compliant  with isolation  policy (see (1) above), will be escorted off the premises by hospital security.
(3) Two-step TST’s are required upon admission  (902 KAR 20:200) to the Leestown CLC, Hospice, PTSD/SATP (29-1), the Volunteers  of America Homeless  Shelter patients (29-2) and Compensated Work Therapy (CWT) program for veterans.  Those refusing a TST will be denied admission.

j. Imple me ntatio n  of e ngine e ring controls (Ne gative Pre ssure rooms, N-95’s and PAPRs) and HCW re spiratory prote ction program: See ATTACHMENT F
k. The HCW, the TB and TST Surve illance Program and TB e xposure e valuation (see ATTACHMENT G and Figure 2).
l. Contact inve stigation: ATTACHMENT H and Figure 2.
3. REFERENCES:  Under Secretary for Health’s Information  Letter – Use of Interferon-Gamma Release Assays as an aid for Diagnosing Mycobacterium tuberculosis  IL 10-2012-003 Jan 24, 2012, VHA Directive  2011-036 Safety and Health During Construction Sep 22, 2011, “Guidelines  for Preventing  the Transmission  of Tuberculosis  in Healthcare Facilities”,  CDC, 2005.  OSHA 29 CFR Part 1910 Occupational Exposure to Tuberculosis  dated December 31, 2003. “Treatment  of Tuberculosis, MMWR, Vol. 52, No. RR-11, June 20, 2003. OSHA 29 CFR 1910.134, Respiratory Protection  Standard, July 14, 2000. VHA Directive  10-93-1126, "Surveillance,  Contaminant  and Prevention of TB in VA Nursing Homes and Domicillaries",  10-14-93. NIOSH Respiratory Protection Program in Health Care Facilities  Administrator’s  Guide, U.S. Department of Health and Human Services, September 1999. DASHO Letter 005-93-3, Tuberculosis,  dated November 9, 1993; Tuberculosis  Controls Laws – United  States 1993 MMWR, Vol 42 (RR-15) November 12, 1993. VAMC Memorandum No. 138-14 Respiratory  Protection Program,  902 (Kentucky Administrative  Regulation)  KAR 20:200. Tuberculosis testing in long-term care facilities.
4. FOLLOW-UP  RESPONSIBILITY:  Infection Control (111), Infection Control Committee,  Safety Office, and Occupational Health Service.
5. RECERTIFICATION :  On or before May 31, 2015.
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Emma Metcalf, MSN, RN Director
Attachments
ATTACHMENT A

RISK ASSESSMENT
Risk assessment:  The risk of TB transmission in each area of the hospital will be categorized as low, medium,  or potential ongoing  transmission as below.  The facility risk assessment will be performed annually  by infection  control with the assistance of OH.  A pre-construction  risk assessment assessing the risk of transmission of MTB to contracted construction workers will be done per memorandum titled Building,  Alteration,  Construction,  Project and Maintenance  ICRA.  See figure  1 for protocol for conducting  a risk assessment in a healthcare  facility.   Risk classifications  for healthcare  settings that serve communities  with high incidence  of TB and recommended frequency of screening for TB infection  among HCWs** are as follows;

	Setting
	Low
	Medium
	Potential ongoing Transmission

	Inpatient
<200 beds
	<3 TB patients/year
Baseline  two-step TST or BAMT* for all HCWs** upon hire and no serial (annual)  TST screening  of HCWs
	>3 TB patients/year
Baseline  two-step TST or BAMT for all HCWs upon hire and serial (annual) TST or BAMT screening of HCWs every 12 months
	Evidence  of ongoing TB
transmission regardless of setting.
Baseline  two-step TST or BAMT for all HCWs upon hire.

	Outpatient
	<3 TB patients/year Baseline  two-step TST or BAMT for all HCWs** upon hire and no serial
(annual)  TST screening  of HCWs
	>3 TB patients/year Baseline  two-step TST or BAMT for all HCWs upon hire and serial (annual) TST or BAMT screening
of HCWs every 12 months
	Do serial (annual)  TST or BAMT screening as needed in the investigation of potential ongoing  transmission.

	Laboratories
	Laboratories in
which clinical specimens  that might  contain m. tb are not manipulated Baseline  two-step TST or BAMT for all HCWs upon  hire and no serial (annual)  TST
screening  of HCWs
	Laboratories in which
clinical specimens  that might  contain M. tb are manipulated
Baseline  two-step TST or BAMT for all HCWs upon hire and serial (annual) TST or BAMT screening of HCWs every 12 months
	


*blood assay for M. tuberculosis  (BAMT)
**HCWs whose duties do not include  contact with patients or TB specimens do not need to be included in the serial (annual)  TB screening  program.
Protocol for Conducting a TB Risk Assessment in Health-care Facility
Figure 1. Protocol for conducting a tuberculosis (TB) risk assessment in a health-care facility
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ATTACHMENT B

TSTS, USE OF BAMT OR INTERFERON-GAMMA RELEASE ASSAYS (IGRAS) AND PRACTITIONER  FOLLOW-UP
1. TST’s
a. Practitione rs  may place , re ad and inte rpre t TSTs.  Only nursing  staff approved by the hospital epidemiologist  and that receive training  by OH or Infection  Control are to place and read TST’s. Infection Control may also educate and approve PCS staff as TST Trainers.

b. PCS staff is to "vie w ale rt” the patie nt/re side nt’s practitione r in CPRS to inte rpre t TSTs mm of induratio n  re ad by PCS staff.
c. TSTs of 0 to 4 mm induratio n  can be inte rpre te d by the nurse as ne gative. TSTs of 5 mm or greater induration  for patients and LD residents must be interpreted  by the practitioner.
d. The OH Nurs e inte rpre ts TSTs for HCWs.
e. Pro ce ss for placing and re ading the TST;
a. The antigen for the initial TST (and where appropriate the 2nd TST) will be 5 tuberculin units  (5 TU) of purified  protein derivative  injected intradermally  of Tubersol®  (Aventis  Pasteur).  The person performing  the test, date and time of administration,  brand administered,  lot number, location of the

injection,  the person reading the test, and the date and time of the reading in millimeters  (mm) will be clearly recorded in nurses note section of CPRS.  It is recommended to document any complications noted during the procedure, e.g., leakage of antigen,  hematoma,  bleeding,  etc.
b. 2-step TST’s are required  upon admission  (902 KAR 20:200) to the Leestown CLC, Hospice Program, PTSD/SATP (29-1), the Volunteers  of America Homeless Shelter patients (29-2) and Compensated Work Therapy (CWT) veteran program.  (NOTE: also see 2. USE OF INTERFERON – GAMMA RELEASE ASSAYS (IGRAs) below)
c. Annual skin testing  for CLC residents is done following  the initial  TST on or before the anniversary  date. Note: this population  must continue  to have annual skin testing and is not to be included  with employee skin testing.   Those refusing a TST will be denied admission.

d. The TST is to be read within  48 to 72 hours after being placed.
e. The reading will be documented  in CPRS in millimeters  (mm) of induration  (a hard, dense, and raised formation).
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f. Do not document in centimeters  (cm) or use the words “positive”  or “negative” when reading the

TST.  The provider will designate  as positive  or negative  when interpreting the mm of induration reading.
g. If the TST is not read within  72 hours it is to be repeated.
h. Continuo us  TST surve illance is re quire d for the CLC, Hospice , PTSD, SATP, and home le ss she lte r pa tie nts.
(1) New admissions  will be evaluated  for TB and receive an initial 2-step TST as a requirement  for admission.   For residents whose initial skin test reaction is less than ten (10) millimeters  of induration, two-step skin testing  is required.  The second step (a repeat skin test) will be placed within seven to fourteen days after the first TST is placed.  An annual TST is required on or before the anniversary date.
(2) The medical record shall be labeled  in a conspicuous  manner with the notation  "TST+" for all residents with a positive  reaction (902 KAR 20:200) after a documented record of a positive skin test or record of treatment  is obtained.  If a documented  positive  skin test or record of treatment cannot be obtained, then a two-step skin test must be done on admission.   This assists the staff in monitoring  for symptoms  of active TB for those patients with a positive skin reaction.
(3) For residents entering  a facility,  no skin testing  is required if one of the following can be documented:

(a) A previous documented  skin test has shown ten (10) or more millimeters  of induration;  or

(b) The resident is currently  receiving  or has completed  nine months of preventive  therapy or a course of multiple-drug chemotherapy for TB; or

(c) The resident can document that he/she has had a tuberculin skin test within three months prior to admission.
i. Interpreting  the TST results (see table 1) is as follows:
(1) Once the skin test has been placed and read, the practitioner is to interpret or to be alerted by the nurse in CPRS to interpret the reading.  TST of 0 mm to 4 mm induration are automatically interpreted as negative.
(2) The decision to interpret the TST as positive and factors affecting treatment decisions during the medical and diagnostic  evaluation,  by tuberculin  skin test (TST) result are listed in Table 2.
(3) All patients with a non-reactive test or a response of 5 mm-9 mm induration will have a repeat skin test within seven to fourteen days. NOTE: Should pharmacy restock Aplisol and a TST is placed using  Aplisol and read as positive,  the TST must be repeated using  Tubersol.
(4) Absence of a reaction to the tuberculin  test does not exclude the diagnosis  of TB.
j. Follow-up  by the practitione r for po sitive TSTs:
(1) Any patient with a positive  TST will be evaluated  by the physician  of record.
(2) Any patient suspected or diagnosed  with active TB will be promptly reported to the hospital epidemiologist/ICP  and then transferred  to an AFB/Airborne  Precautions  (red sign) room.

(3) Any patient in the CLC, PTSD/SATP Units, or homeless shelter with a negative  TST, will receive repeat testing annually on or before the anniversary date of the last test.
(4) Any patient in the CLC, PTSD/SATP Units, or homeless shelter,  who had received documented INH chemoprophylaxis  and/or treatment for active TB, or has a positive  TST on initial  screen will be excluded  from further skin testing.   They will be evaluated  clinically and radiographically only if they become symptomatic.
2. USE OF BAMT or INTERFERON – GAMMA RELEASE ASSAYS (IGRAs)
a. IGRAs me asure the amount  of inte rfe ro n-gamma  re le ase d by T-ce lls in re spo ns e to stimulation by antige ns more spe cific to M TB. Although  the TST is the preferred method of testing, IGRAs are preferred to TSTs in people with a history  of BCG exposure and in those who potentially will not return for follow-up  for reading of the tuberculin test.  The Quantiferon or T-Spot.TB tests are IGRAs that are available.   Interferon-gamma  release assays (IGRAs) are aids for diagnosing Mycobacterium tuberculosis (MTB) infection,  including active tuberculosis  (TB), as well as latent M. tuberculosis infection  (LTBI).
b. Comparison  of IGRAs to TST:
(1) Neither IGRAs nor TSTs can distinguish  TB disease from latent TB infection (LTBI).
(2) The “gold standard” in diagnosing  active TB remains  clinical  examination combined with an acid fast smear and culture  of tissue samples. There is; however, no “gold standard” test for the diagnosis  of LTBI.
c. Routine te sting with bo th me tho ds is generally not recommended.  However, administering tests both may be helpful in certain situations,  such as clarifying  the diagnosis  of active TB in a person who has a positive  TST who was previously given  BCG or when confirmation  of a positive  test would improve compliance  with treatment.  TSTs may boost the IGRA response but studies examining that effect have had conflicting  results.  Definitive  data does not exist to determine  the specific timing of IGRAs after PPD injection.

d. The se nsitivitie s of IGRAs are no t ade qua te to e xclude the diagno sis of TB in pa tie nts with clinical signs and symptoms of the dise ase.

Table 1 – Interpretation  of TST (CDC reference)
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ATTACHMENT C

TESTING FOR LATENT AND ACTIVE TB
1. CHEST RADIOLOGY OR CHEST X –RAY (CXR):
a. A CXR is indicate d for all pe rsons be ing cons ide re d for tre atme nt of LTBI to exclude active pulmonary TB regardless of the TST status.  The following  guidelines  are recommended:
(1) Order a CXR as part of a medical evaluation  for a person who has a positive TST or IGRA result.
(2) A CXR is also indicated in the absence of a positive  test result for TB infection when a person is a close contact of an infectious  TB patient and treatment for LTBI will be started (i.e., “window prophylaxis” in an immunocompromised  person).

(3) Patients should  have at least posterior-anterior  views.
Other views or additional studies should be done based on the health care provider’s judgment.
(4) Because of the risk for progressive and/or congenital TB, pregnant women who have a positive TST or who have negative  TST results but who are recent contacts of persons with infectious  TB disease should  have CXRs (with appropriate shielding)  as soon as feasible,  even during the first trimester  of pregnancy.
(5) If CXRs are normal and no symptoms  consistent  with active TB are present, TST or IGRA positive  persons may be candidates for treatment  of LTBI. If radiographic  or clinical  findings  are consistent  with pulmonary or extrapulmonary  TB, further  studies (e.g., medical evaluation,  bacteriologic examinations,  and a comparison of the current and old CXRs) should be done to determine  if treatment for active TB is needed.
(6) Persons with nodular or fibrotic  lesions  consistent  with old TB are high-priority candidates for treatment.
(7) Persons with calcified  granulomas  only are not at increased risk for progression  to TB disease.

(8) Periodic follow-up  CXRs are not indicated  regardless of whether treatment is completed  except in unusual circumstances  (e.g., contacts to patients with MDR TB).

(9) Persons with a positive  TST or IGRA who have radiographic  findings  consistent  with prior pulmonary  tuberculosis  and who have not been treated are at increased risk for the subsequent development  of active tuberculosis
a. Patie nts with sus pe cte d or active TB will be instructe d to we ar a surgical mask when they go for the exam.  Those patients that may attempt to remove the surgical mask must be accompanied  by a staff member.
b. All radiographi c  proce dure s on pe rsons with sus pe cte d TB will be performed in a negative pressure room or the rooms equipped with negative  pressure control ventilation in the radiology service (B134 or B144).
c. HCWs with a base line positive or ne wly positive te st re sult for M. tuberculosis infection  (i.e., TST or IGRA) or documentation of treatment  for LTBI or TB disease should receive one chest radiograph result to exclude active pulmonary disease (or an interpretable  copy within a reasonable time frame, such as 6 months).  Repeat radiographs  are not needed unless symptoms  or signs of TB disease develop or unless recommended  by a clinician

2. BACTERIOLOGY:
a. Patie nts suspe cte d of re spiratory  tract TB will have AFB concentrated smear and culture examination  of 3 sputum specimens collected  on different  days at least 8 hours apart with one specimen in the morning.
b. The re sults of conce ntrate d AFB sme ar will be available within 24 hours of specimen receipt, including  weekends/holidays,  on patients who are on AFB/Airborne  Precautions (red sign) for suspected active respiratory tract TB.  All other sputum samples will be evaluated with concentrated AFB smears within 24 hours of receipt Monday-Friday  only.  All reports will be available  in the computerized  health record.
c. All positive AFB sme ar re ports will be promptly  calle d by the chief,  Microbiology/designee  to the physician  of record.  A copy of the report is printed directly to the IC office.
d. Any growth on the culture me dium will be promptly subjected to rapid microbiological tests to identify  the species of the organism.
e. All initial is olate s of M . TB will have drug susceptibilities  performed.   Additional susceptibility tests will be conducted by consultation  with ID physicians.

f. All is olate s confirme d to be M . TB will be reported to the hospital epidemiologist/ICP, the patient's ward, and the physician of record.
3. COUGH INDUCING PROCEDURES:
A. Procedures that involve  instrumentation  of the lower respiratory tract or induce cough may increase the probability of droplet nuclei being expelled into the air.  These cough-inducing procedures include  endotracheal intubation  and suctioning,  diagnostic  sputum induction,  aerosol treatment (including  pentamidine  therapy), bronchoscopy and esophagoscopy.   Other procedures that may  generate aerosols (i.e., irrigation of tuberculous  abscesses, homogenizing,  or lyophilizing  tissue) are also included  in these recommendations.

B. Cough-inducing  procedures will be performed  in a negative  pressure room designed for AFB/Airborne  Precautions  (red sign -see Attachment  2) that meets the ventilation  requirements  for AFB isolation.

C. Cough-inducing  procedures should  not be performed  on patients who may have infectious  TB, unless absolutely necessary and then, only in a negative  pressure room.
D. If performing  bronchoscopy in positive-pressure  rooms (such as operating rooms (OR)) is unavoidable,  TB should be ruled out before the procedure is performed.   If bronchoscopy is being performed  for diagnosis  of pulmonary  disease that may include  TB, it should be performed in a room that meets AFB isolation ventilation requirements.

E. All patients should be screened for active TB before prophylactic  aerosolized  pentamidine  (AP) therapy is initiated.   This must be done by the IDs or pulmonary  consultation  service.  Before each subsequent AP treatment, patients should  be screened by the person providing  the treatment for symptoms  suggestive  of TB such as those listed above.
F. After completion of cough-inducing  procedures in a negative  pressure room, patients with known or suspected TB should  wear a surgical mask and remain in the isolation room or enclosure  and not return to common waiting  areas until coughing  subsides.  They should be given tissues and instructed  to cover their mouth and nose when coughing if they must remove their mask to facilitate  respiratory clearance.  If they must recover from sedatives or anesthesia  following procedures such as bronchoscopy,  they should  be monitored  in a separate AFB isolation room and not in recovery rooms with other patients.   They should  wear a mask when exiting  the room.
ATTACHMENT D

NEGATIVE/POSITIVE PRESSURE ROOMS CDD
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*Includes ante-room with HEPAfilter on the exhaustto the outside.    **Room pressure is also called Static Pressure
†100% outside air filtered through 95% efficient synthetic filters.  #Air is filtered at the air handling unit with 30% carbon pre-filters and 95% final filters.  All air is exhausted to the outside through a common exhaustand is filtered to 25%.

ATTACHMENT E

Treatment
1. ID should be contacted as needed.
2. All patients with infectious  TB should  be offered HIV testing because treatment  regimes may vary based on the HIV status.
3. While the patient is in the hospital,  anti-TB drugs will be administered  by directly observed therapy (DOT) in which the HCW observes the patient ingesting  the medication.   Isolation  may be discontinued only after the patient is on effective  therapy, is improving  clinically,  and the sputum smear is negative for AFB on three consecutive  days.  The patient may be sent home before these conditions  are met if the patient's local health department assumes responsibility  for AFB isolation  and treatment.   Patient transportation should be consistent  with good public health policy.   The IC office  will be available  for consultation,  if needed.  The decision  to discontinue  isolation  at VAMC, or to pursue an alternative disposition,  will be made in consultation  with the IDs or Pulmonary  Service.  Consideration  may be given  to continuing  isolation  for patients, with multi-drug resistant TB, throughout  their hospitalization because of the tendency to treatment failure  or relapse in such patients.
ATTACHMENT F

Implementation  of engineering controls and HCW respiratory protection program
1. All areas and rooms (see Table 1) specifically designed to minimize  transmission of TB to other patients and HCWs will be clearly identified  and labeled.  Each room will have an electric alarm panel that indicates  when the room is correctly functioning  at negative  pressure with a green light.   Failure will be indicated  with a red light.
2. A comprehensive report of all surveillance on ventilation, local and general exhaust systems, and HEPA filter units will be completed  biannually  and reported to the ICC by the Engineering Service representative.
3. Implementation  of the HCW respiratory protection program: (See also VAMC Memorandum No. 138-14 Respiratory Protection Program.) PRPP will be used by persons entering rooms where the red AFB/Airborne  Precautions  (red sign) signs are posted, patients with known or suspected infectious TB are being isolated, or when cough inducing or aerosol generating procedures are being performed.
a. Performance  criteria for respirators used in this medical center will include  the following:
(1) Disposable N95 masks (National Institute  for Occupational Safety and Health (NIOSH) certified to be 95% efficient)  available  in at least 2 different  sizes to accommodate for facial size and characteristics.
(2) PAPRs will be available  for those HCWs, who are critical in providing care for patients confirmed  or suspected to have infectious  TB, but who cannot be fitted with the disposable respirators. PAPR will be made available  in the ER, bronchoscopy room, clinics,  and nursing  wards.
ATTACHMENT G

The HCW, the TB and TST Surveillance Program and TB Exposure Evaluation
1. COUNSELING and EDUCATING THE HCW’S REGARDING TB:
a. All new and current HCWs in the facility  will receive education regarding TB.  This training shall include:   route of spread, procedures and techniques  for prevention  of transmission,  including  the uses and benefits  of IC and environmental  control techniques,  medical conditions  that increase the risk of progression from TB infection  to active disease, modes of prevention  and the importance  of the TST surveillance  program, and importance  of preventative  chemotherapy for those infected  with TB.

b. This initial  education will be provided to all new employees  during orientation  by IC.

c. Additional  TB education will be done as requested by individual services by LRC, the person responsible  for education in the service, or by the ICPs.
2. HCW PARTICIPATION  IN THE TST SURVEILLANCE PROGRAM IS MANDATORY. THE NOTIFICATION  PROCEDURE FOR TST WILL BE AS FOLLOWS:
d. A two-step TST will be done at the time of employment.   This includes  HCWs who received  a Bacille  of Calmette and Guerin (BCG) vaccine.  The negative  TST result from the 3 months preceding new employment  (or a documented  negative  TST result anytime  within the previous 12 months)  should be considered the first step of the baseline  two-step TST.  If the HCW does not have documentation of any TST result, the HCW should  be tested with baseline two-step TST (one TST upon hire and one TST placed 1-3 weeks after the first TST result was read).  Because Lexington  VA is a low risk facility  based on the annual risk assessment,  annual skin testing ceased June 1, 2009. Should there be 3 or more TB patients in a year, the risk level would be elevated to medium and annual skin testing would be immediately  resumed.  Resuming  annual skin testing would include,  testing annually,  on or before the anniversary  month, and at the time of separation from the facility.   Employees  that desire skin testing should  contact OH.  Skin testing will continue  in the event of an exposure.
e. Should annual skin testing resume,  the supervisor  will be sent an annual notification for their employees the month prior to the due date.  This should  be forwarded by the supervisor  to the employee.
f. OH Service may administer  and read each employee’s  TST in the employee’s service area or in the OH Nurse Office.
g. If the employee does not have the test, OH Service will notify the employee's immediate supervisor  of this deficiency  by e-mail.
h. At the beginning  of the 2nd month,  the first delinquency  message will be sent by e-mail to the employee and the chief of the service.
i. Two weeks later, if the test has not been done the director will be notified.
3. PROCEDURE FOR HCW TST PLACING AND READING WILL BE IDENTICAL TO THAT DESCRIBED FOR PATIENTS.  THE OH NURSE WILL INTERPRET TST OF HCWS.
a. Employees  with a positive  skin test will be evaluated  by OH Service with a baseline  chest x-ray and be referred for follow-up  to the ID Clinic.
b. Employees  with a skin test conversion  will be evaluated  and be cleared for duty by OH Service in consultation  with an ID physician.

4. Work restrictions for employees with suspected or proven active TB:
a. All HCWs, with active pulmonary  or laryngeal TB, will be excluded from work until adequate treatment is instituted,  cough is resolved, and sputum specimens  are negative  on three consecutive  AFB smears.
b. Documentation  of the above conditions  will be provided to OH Service and/or IC personnel before return to work.
5. REPORTING HCWS WITH TB:
a. OH Service will record all HCWs with TB infection,  i.e., a positive  skin test (except pre- employment),  and TB disease to safety for inclusion  in the OSHA 200 log.

b. Any full-time  HCW with TB infection  who progresses to TB disease will have the original  entry on OSHA 200 log updated to reflect new information.

c. All other reporting requirements  for the federal and state agencies will be performed by the ICPs through  the office  of the hospital epidemiologist.

d. OH Service will maintain  data on the TST surveillance  program and provide quarterly/annual reports to the ICC on overall compliance,  skin test conversion rates sorted by service, and/or locations within the institution.

6. TB EXPOSURE EVALUATION  (SEE FIGURE 2):
a. All investigations  of potential patient and/or HCW exposure to a source patient with infectious  TB, for whom adequate IC procedures had not been taken, will be initiated  by the hospital epidemiologist  and the ICPs in close collaboration with OH Service.

b. Candidates who qualify for evaluation include:

(1) Patients who are exposed to a source person with active TB prior to initiation of appropriate precautions  will have a skin test performed and documented  by the responsible resident/attending at the time of the identification of the incident.   Follow-up  testing  of those with negative  results will be done twelve weeks after the initial  skin test.

(2) HCWs: Each exposed HCW (except those who are already known to be positive reactors) will receive a skin test as soon as possible.
(a) If the skin test is negative,  the test will be repeated twelve weeks after the exposure has ended.
(b) Persons with skin test reaction of > 5 mm induration or with symptoms  suggestive  of active TB will have a chest x-ray examination done and other evaluations  as appropriate.

(c) Persons with previously known positive  skin test reactions, who have been exposed to an infectious  patient, will be evaluated  for active TB but will not require a repeat skin test.  A chest x-ray examination  will not be done unless they have symptoms suggestive  of active TB.

c. Visitors  to the medical center, who are exposed to a source person (within the medical center) with active respiratory tract TB prior to initiation  of appropriate precaution,  will be referred to their local health department for evaluation/testing/treatment.
ATTACHMENT H

Contact investigation (see Figure 2)
1. Prompt and thorough contact investigation is essential for the control of TB, when a patient with active TB is seen in the institution  without  being recognized  as having  TB and without  being promptly isolated.  The ICP at VAMC will work with the health department and the OH nurse.  Exposed HCWs are identified  by contact investigations  via Service Departments (See Figure 2 – TB Exposure Protocol algorithm).   ICPs will identify  patients who were exposed to the TB patient by interviewing personnel, reviewing  the patient's medical record, and the patient if applicable  to determine  which areas and persons may have been exposed to the patient prior to appropriate isolation.   Contact investigation will be done following a concentric circle by expanding  from the closest to less close contacts.  Any employees identified  by the ICP will be forwarded to the OH nurse for appropriate follow  up.  An investigation  will be conducted to determine  why TB was not recognized  in the patient or, if recognized, why the patient was not isolated  promptly  so that appropriate corrective actions may be taken.
2. If a skin test conversion is identified, the following  steps will be taken.  A history  of possible exposure will be obtained in an attempt to determine  the potential source of the TB infection.   When the source is known, the drug-susceptibility  pattern of the M. TB isolate from the source will be determined in order to determine  appropriate preventive  therapy.  The contact investigation  will extend to possibly exposed patients,  if indicated.   If a problem with patient detection, TB isolation practices, or engineering controls is identified,  the appropriate interventions  will be implemented.

a. The high-risk  protocol will be followed  until there have been two consecutive  three month periods with no evidence of transmission  (Figure 1).

b. If no specific problem is identified  or the problem does not resolve, the high-risk  protocol in that area will continue  and the Lexington-Fayette  County Health Department  will be consulted.
c. If transmission  appears to be occurring  in a TB isolation  or procedure room, engineering controls will be evaluated  and corrected.
d. If a HCW develops TB, the following steps will be taken:  Contact investigation will be performed including  other HCWs, patients,  and visitors  who had significant  exposure to the HCW. The Lexington- Fayette County Health Department will be notified  for consultation  and to allow for investigation  of community contacts not exposed in the health care facility.
3. Investigating possible patient-to-patient  transmission of TB:  If the possibility of patient-to-patient TB transmission  occurs, steps will be taken to identify  the source and contact investigation begun, including the following:
a. HCW TST and patient surveillance  data will be reviewed for the suspected areas to detect additional patients or HCWs with TST conversions  or active disease.
b. Review for possible exposures of new TB patients to other patients with TB during  prior admissions  (admitted  to same room, areas, receiving  same procedure).  If the investigation suggests that transmission  has occurred, the following  steps will be taken: A problem evaluation will be conducted to determine  possible causes of the transmission.   Additional  patients or HCWs, which may have been exposed, will be determined  and evaluated  with TST testing.   The health department will be contacted to assist in community contact investigation.
TB EXPOSURE PROTOCOL – Figure 2
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Attachment F:  INFECTION CONTROL GUIDELINES FOR CREUTZFELDT-JAKOB DISEASE AND OTHER PRION-INDUCED DISEASES
INFECTION CONTROL GUIDELINES FOR CREUTZFELDT-JAKOB DISEASE AND OTHER PRION-INDUCED DISEASES

1. PURPOSE: To establish policy and Infection Control guidelines regarding patient care, equipment, and instrument cleaning/disinfection/sterilization, handling of specimens, and environmental management of transmissible spongiform encephalopathies (TSE), also known as prion diseases.

2. POLICY: Appropriate precautions are taken to care for patients with suspected or confirmed transmissible spongiform encephalopathies and safely handling materials and equipment used on the patient to prevent transmission to personnel and other patients.
3. DEFINITIONS:
a. Prions are abnormal, pathogenic proteins that are transmissible and able to induce abnormal folding of specific normal cellular proteins called prion proteins that are found most abundantly in the brain. The functions of these normal prion proteins are still not completely understood. The abnormal folding of the prion proteins leads to brain damage and the characteristic signs and symptoms of the disease. Prion diseases are usually rapidly progressive and always fatal.

b. Variant and sporadic or classic Creutzfeldt-Jakob disease can be distinguished as follows (Table 1):

Table 1:

(1) Clinical and Pathologic Characteristics Distinguishing Classic CJD from variant CJD (vCJD)

	Characteristics
	Classic CJD
	Variant CJD

	Median age at death
	68 Years
	28 Years

	Median duration of illness
	4-5 months
	13-14 months

	Clinical signs and symptoms
	Dementia; early neurologic signs
	Prominent psychiatric/behavioral symptoms; painful dysesthesias is delayed neurologic signs

	Periodic sharp waves in electroencephalogram
	Often present
	Often absent

	“Pulvinar sign” on MRI*
	Not reported
	Present in >75% of cases

	Presence of “florid plaques” on neuropathology
	Rare or absent
	Present in large numbers

	Immunohistochemical analysis of brain tissue
	Variable accumulation
	Marked accumulation of protease-resistance prion protein


	
	
	

	Presence of agent in lymphoid tissue
	Not readily detected
	Readily detected

	Increased glycoform ratio on immunoblot analysis of protease-resistance prion protein
	Not reported
	Marked accumulation of protease-resistance prion protein


*An abnormal signal in the posterior thalami on T2- and diffusion-weighted images and fluid- attenuated inversion recovery sequences on brain magnetic resonance imaging (MRI); in the appropriate clinical context, this signal is highly specific for v Creutzfeldt-Jakob Disease.

Source: https://www.cdc.gov/prions/vCreutzfeldt-Jakob Disease/clinical-pathologic- characteristics.html
d. Less than 1% of human transmissible spongiform encephalopathies have resulted from healthcare-associated transmission. All known instances have resulted from exposure to infectious brain, pituitary, or eye tissue. Tissue infectivity studies in experimental animals have determined the infectiousness of different body tissues (Table 2).

Table 2:

	Infectious Risk*
	Comparative Frequency of Infectivity in Organs, Tissue, and Body Fluids of Humans with Transmissible Spongiform Encephalopathies (Classic Creutzfeldt-Jakob Disease)

	High
	Brain (including dura mater), spinal cord, posterior eye (including retina and optic nerve), pituitary tissue

	Low
	Cerebrospinal fluid, liver, lymph node, kidney, lung, spleen, placenta, olfactory epithelium

	No Risk (non- infectious)
	Peripheral nerve, intestine, bone marrow, whole blood, leukocytes, serum, thyroid gland, adrenal gland, heart, skeletal muscle, adipose tissue, gingiva, prostate, testis, tears, saliva, mucus, sputum, urine, feces, semen, vaginal secretions, milk, sweat, serous exudate


Source: Rutala, WA, Weber, DJ, Guideline for disinfection and sterilization of prion- contaminated medical instruments Clinical Infectious Diseases 2010; 31:107-117. *High risk indicates a rate of transmission to inoculated animals of >50%; low risk indicates a rate of transmission to inoculated animals of > 10%–20% (except for lung tissue, for which transmission is 50%); no risk indicates a rate of transmission to inoculated animals of 0% (several tissues in this category had few tested specimens).
4. RESPONSIBILITIES:
c. All Medical Center employees including the resident house staff will adhere to this policy.

d. Service chiefs. Enforce this policy within their service.

e. Medical and Surgical Services. Treating team performing a procedure on a patient with known or suspected transmissible spongiform encephalopathies will notify the Chief of Surgical Service, the operating room Nurse Manager and the Hospital Epidemiologist/Infection Control.

f. Operating Room (OR) Nurse Manager. Notify the chiefs of Sterile Processing Service (SPS) and Environmental Management Services (EMS) or their designee of the pending surgery. All Operating Room personnel assigned to assist in a transmissible spongiform encephalopathies surgical case will be knowledgeable of the methods of disease transmission.

g. Chief of Sterile Processing Service. Implement approved cleaning, disinfection and sterilization procedures as required. All Sterile Processing Service personnel who work in the decontamination area are responsible for knowing the approved procedures.

h. All personnel. Will use standard precautions on all patients and be knowledgeable of the precautions to use when involved in surgical procedures on organs and tissues of high or low infection risk (see Table 2 above) in patients with known or suspected transmissible spongiform encephalopathies.

i. Research Service. When sodium hydroxide (NaOH) is needed for decontamination (see Table 3 below), Research Services will provide sodium hydroxide solution and chemical- resistant gloves to be worn when handling the sodium hydroxide. A material safety data sheet (MSDS) is available in Research Service department, in the event of direct exposure to personnel. Sodium hydroxide is considered a hazardous substance and requires neutralization prior to disposal. Contact the safety officer for the proper neutralization and disposal procedure.

j. Hospital Epidemiologist. Reviews this memorandum by the rescission date. Infection Control will be a liaison between staff and the services. The Infection Control Practitioner will be a resource person concerning transmissible spongiform encephalopathies policy and procedure.

k. Exposed Employees. Report the incident to their immediate supervisor and to employee health per Bloodborne Pathogen Exposure Management Plan (Memorandum 111- 02).

l. Chief, Pathology and Laboratory Medicine Service and Blood Bank staff. Comply with the Lexington VA Pathology & Laboratory Medicine Service Policy “Communication of Potential Creutzfeldt-Jakob Disease Hazardous Specimen Pathology & Laboratory Medicine Service Policy”.

m. Laboratory Personnel, follow the established policy, “Blood Borne Pathogen Exposure Management Plan (111-02), when handling specimens from patients with known or suspected

transmissible spongiform encephalopathies. Environmental Management Service is to be notified when there is disposal of tissues so that they may be collected for incineration.

n. Environmental Management. Provide routine daily cleaning per Environmental Management Service (EMS) guidelines. Environmental Management Service will collect

biohazard items and waste contaminated with actual or possible high risk transmissible spongiform encephalopathies and route to our waste vendor for incineration.

4. PROCEDURES

a. All personnel when caring for patients with transmissible spongiform encephalopathies (TSE) will use standard precautions. Contamination by any body fluids, except CSF (see f (4) and g below) poses no greater hazard than for any other patient. Additional precautions (e.g., contact precautions) are unnecessary. Gloves should be worn for handling of blood and body fluids, and masks, gowns, and protective eyewear should be worn if mucous membrane or skin exposure to blood or other material that is potentially infectious is anticipated as specified by Standard Precautions.

b. Laundry should be managed as required by the Occupational Safety and Health Administration (OSHA) rule on bloodborne pathogens. Disposable sheets used to cover work surfaces may be disposed of as nonregulated medical waste. No additional precautions are required.

c. No special precautions are required for the handling of food utensils.

d. No special precautions are required for the disposal of body fluids. Such fluids may be disposed of by means of a sanitary sewer.

e. ALL procedures and ALL organs, tissues and body fluids on patients with confirmed or suspected Variant Creutzfeldt-Jakob Disease will be considered High Risk. See g below for instructions.

f. A Creutzfeldt-Jakob Disease or prion disease patient does not always present with symptoms of Creutzfeldt-Jakob Disease. The time interval between biopsy and pathology report should be monitored and reviewed to assure shortest time from biopsy to results.

(1) Instruments used in neurosurgery or brain biopsy procedures should not be reused when:

(a) the patient's diagnosis of Creutzfeldt-Jakob Disease is uncertain at the time of the procedure.

(b) it is thought that the patient has possible Creutzfeldt-Jakob Disease.

(2) There will be a quarantine of such surgical instruments until an unclear diagnosis or biopsy is clarified.

(a) Instruments will be reprocessed in the same manner as that for instruments used in procedures involving suspected or confirmed Creutzfeldt-Jakob Disease patients (see g and h below and https://www.cdc.gov/prions/Creutzfeldt-Jakob Disease/infection-control.html ). Unless a clear non- Creutzfeldt-Jakob Disease diagnosis is established, these patients should be considered potentially suspected Creutzfeldt-Jakob Disease patients for all other infection control requirements.

(b) After reprocessing, the instrument(s) will be quarantined in a secured area designated by SPS until diagnosis or biopsy is clarified.

(c) If a diagnosis of Creutzfeldt-Jakob Disease or prion disease is confirmed, the reusable medical equipment will be discarded for incineration.

(d) If a diagnosis of Creutzfeldt-Jakob Disease or prion disease is excluded, the reusable medical equipment will be reprocessed per manufacturer’s instructions.

g. Procedures on No Risk tissues or body fluids or Low Risk tissues on a patient with confirmed or suspected sporadic/familial Creutzfeldt-Jakob Disease;

(1) Use only standard disinfection to process environmental surfaces contaminated with no risk or low risk tissues or body fluids (use disinfectants recommended by OSHA for decontaminating blood-contaminated surfaces [e.g., 1:10 dilution of household bleach]).

(2) Clean and either disinfect or sterilize reusable medical equipment using established cleaning schedules or standard operating procedures.

(3) Use standard cleaning and high-level disinfection protocols for reprocessing endoscopes because these devices can become contaminated with no risk or low risk materials (except neurosurgical endoscopes with central nervous system contact – see g below).

(4) Lumbar Punctures;

(a) Disposable lumbar puncture kits are to be used. Procedures which are normally carried out at the bedside (e.g. lumbar puncture) may be performed at the bedside. Although cerebral spinal fluid is classified as a low infectivity tissue and is less infectious than high infectivity tissues, any reusable instruments used to perform lumbar punctures on patients suspected or confirmed as having transmissible spongiform encephalopathies are to be handled in the same manner as those contacting high infectivity tissues. This exception reflects the higher risk of transmission to any person on whom the instruments would be re-used.

(b) Lab specimens for cerebral spinal fluid testing should be labeled “biohazard” and “suspected Creutzfeldt-Jakob Disease” and double bagged before sending to the lab.

(c) Waste is to be discarded per policy.

h. Procedures on High Risk tissues and organs (defined as Brain (including dura mater), spinal cord, posterior eye (including the retina or optic nerve), pituitary tissue) on a patient with confirmed or suspected transmissible spongiform encephalopathies.

(1) The patient’s record should be labeled ‘Creutzfeldt-Jakob Disease’ (as a clinical reminder in CPRS) to notify anyone who may become involved in a high risk surgical procedure or invasive procedure.

(2) Do not use immediate use steam sterilization for reprocessing instruments.

(3) Cover all non-disposable equipment with disposable drapes. To minimize environmental contamination, use disposable plastic backed cover sheets on work surfaces. Linen and other disposable items contaminated with high risk tissue or organs should be double bagged (red biohazard bags), placed into the red “Biohazard” barrels, and Environmental Management Services immediately notified so that it may be processed for incineration.

(4) The use of non-disposable surgical instrumentation will be kept to a minimum. Power tools, including drills, will not be used (due to higher risk of splatter). A manual saw/drill should be used for craniotomies. Suction tips and needles with small lumens should be disposable.

(5) Where surgical instruments contact high infectivity tissues, single use surgical instruments are strongly recommended. If single-use instruments are not available, maximum safety is attained by destruction of reusable instruments.

(6) Wherever appropriate and possible, the intervention should:

(a) be performed in the OR

(b) involve the minimum required number of health care personnel

(c) use single-use personal protective equipment (PPE) as follows

1. liquid-repellent operating theatre gown, over a plastic apron

2. gloves

3. mask, visor or goggles

4. linens and covers

(7) Maintain one-way flow of instruments

(8) Avoid mixing instruments used on no risk tissues with those used on high and low risk tissues.

(9) Keep instruments moist (either wet by immersion in water or a detergent with prionicidal activity or, if not possible, by use of a wet cloth draped over the instruments or use of a transport gel or foam) after use and during storage or transport prior to decontamination in Sterile Processing Services. For questions, contact the Chief Sterile Processing Services or designee. Dried films of tissue are more resistant to prion inactivation by steam sterilization than are tissues that have been kept moist.

(10) All solid waste must be captured and treated as infectious waste.

(11) Clean noncritical environmental surfaces (e.g., Operating Room or laboratory surface in contact with high risk tissue) with a detergent, rinse, then disinfect surfaces for 1 hour with full strength sodium hypochlorite (household bleach), followed by rinsing with water. Liquids used for cleaning should be decontaminated by adding hypochlorite (bleach) and may then be disposed of as routine hospital waste. Cleaning tools and methods should be selected to minimize dispersal of the contamination by splashing, splatters and aerosols and personal protective equipment worn. Great care is required in the use of brushes and scouring tools. Cleaning tools such as brushes, toweling and scouring pads, as well as tools used for disassembling contaminated apparatus, should be disposable. Upon completion of the cleaning procedure, all solid wastes including disposable cleaning materials should be collected for incineration. The cleaning station should then itself be cleaned and decontaminated as above. Surfaces that cannot be treated in this manner should be thoroughly cleaned. For questions, contact Infection Control at extension # 5960.

(12) Clean noncritical equipment (that has been contaminated with high risk tissue) with a detergent, rinse then disinfect for 1 hour using full strength sodium hypochlorite (household bleach) or sodium hydroxide, depending on material compatibility. Ensure that all contaminated surfaces are exposed to the disinfectant. After disinfection, rinse the equipment. For questions, contact Infection Control at extension # 5960.

(13) All tissue samples should be handled with the use of standard precautions (i.e., gloves). Contact Environmental Management Services as it is recommended for all high-risk tissues or organs discarded are to be incinerated. Should the tissues or organs be in a liquid state, add solidifier to the container.

(14) The tissue samples and specimens should be labeled as a “biohazard” and “suspected Creutzfeldt-Jakob Disease” before being sent to the laboratory or pathology.

(15) Tag equipment that requires special prion reprocessing after use prior to removal from point of use.

i. Disinfection and Sterilization (see Attachment 1).

(2) Persons involved in the disinfection and decontamination of instruments or surfaces potentially contaminated with high or low-risk tissues (Table 2) of persons with transmissible

spongiform encephalopathies should wear single use protective clothing, gloves, mask and visor or goggles,

(3) Discard devices potentially contaminated with high or low risk tissues (Table 2) of persons with transmissible spongiform encephalopathies that are impossible to clean. Contact Environmental Management Services as all discarded devices are to be incinerated.

(4) Discard items potentially contaminated with high or low risk tissues (Table 2) of persons with transmissible spongiform encephalopathies that permit only low-temperature sterilization as this method does not destroy prions. Contact Environmental Management Services as discarded devices are to be incinerated.

(5) Instruments potentially contaminated with high or low risk tissues (Table 2) of persons with transmissible spongiform encephalopathies should be decontaminated as soon as possible after use.

(6) For reusable medical equipment used on no risk or low risk tissues, clean and either disinfect or sterilize using established cleaning schedules or standard operating procedures.

(7) Decontaminate instruments used on high risk tissues then clean in a mechanical washer-disinfector with a detergent (preferably a detergent that has been shown to have prionicidal activity), and after decontamination, sterilize by one of the methods shown to be effective and recommended in Tables 3 and 4 below. The mechanical washers (or other equipment) should be run through an empty cycle before any further routine use.

(8) Table 3:

	Option 1
	autoclave at 273 degrees Fahrenheit for 18 minutes in a pre-vacuum sterilizer

	Option 2
	autoclave at 270 degrees Fahrenheit for 1 hour in a gravity displacement sterilizer

	Option 3
	immerse in 20,000 ppm sodium hypochlorite (approximately 1 part 5.25% household bleach plus 1.5 parts water = 20,000 ppm).


Table 4:

	DISINFECTION AND STERILIZATION OF ITEMS CONTAMINATED WITH TRANSMISSIBLE SPONGIFORM ENCEPHALOPATHIES

QUICK GUIDE

	Item Type
	Contamination
	Initial Action

	Items cannot be cleaned
	Any Tissue
	Discard item and incinerate


	Requires low temperature sterilization
	High risk and/or Low risk tissue
	Discard item and incinerate

	Surgical instruments
	High risk and/or Low risk tissue
	Follow algorithm: (Normal decontamination + sterilization method in table 3)

	All RME
	Low risk or No risk tissue
	Follow algorithm (Follow normal established SOP for items)

	Any item
	Variant Creutzfeldt-Jakob Disease
	Follow algorithm (Attachment 1): High risk section


j. On the death of a patient with confirmed or suspected transmissible spongiform encephalopathies, the removal of the body should be carried out using normal infection control measures. It is recommended that the deceased patient be placed in a sealed body bag prior to moving, in line with normal procedures for bodies where there is a known infection risk. Where the skull is open or there is cerebral spinal fluid leakage, and where sutures do not completely control this leaking, the bag should be lined with materials to absorb any fluid, and the body should be moved in a sealed body bag

k. If an autopsy is to be performed on a known or suspected transmissible spongiform encephalopathies patient, pertinent information will be provided to the pathology personnel via existing procedures in medical administration service.

l. Healthcare workers should be advised that, to date, no case of human transmissible spongiform encephalopathies is known to have occurred through occupational exposure.

Percutaneous exposure to the cerebrospinal fluid or brain tissue of an infected person can be followed by washing with detergent and copious water (avoid scrubbing), rinsing, and drying. For maximum safety, the wound can be briefly rinsed with a 1:10 dilution of household bleach and then rinsed with water. Irrigate splashes into the eye or mouth with saline.

5. REFERENCES: American National Standards Institute (ANSI)/Association for the Advancement of Medical Instrumentation (AAMI) ST79:2017 Processing CREUTZFELDT- JAKOB DISEASE-contaminated patient care equipment and environmental surfaces; Rutala, WA, Weber, DJ, Guideline for disinfection and sterilization of prion-contaminated medical instruments Clinical Infectious Diseases 2010; 31:107-117; Guidelines for Environmental Infection Control in Health Care Facilities CDC and HICPAC, 2003; WHO Manual for Surveillance of Human Transmissible Spongiform Encephalopathies including variant Creutzfeldt-Jakob disease 2003; Association for Professionals in Infection Control (APIC) Text of Infection Control and Epidemiology 4th edition, 2014; Centers for Disease Control and

Prevention. Creutzfeldt-Jakob Disease, Classic (CREUTZFELDT-JAKOB DISEASE). February 11, 2015. https://www.cdc.gov/prions/Creutzfeldt-Jakob Disease/infection-control.html Association of Preoperative Registered Nurses (AORN) Standards, Guidelines for Perioperative Practice, 2017.

6. FOLLOW-UP RESPONSIBILITY: Infection Control and SPS.

8.   RECERTIFICATION: On or before April 30, 2023.

Emma Metcalf, MSN, RN Director

ATTACHMENT 1

[image: image37.emf]        CJD   vs.   vCJD   vCJD       No Risk  Tissue     Low Risk Tissue     High Risk  Tissue             Lumbar  Puncture   Yes           No                                     Confirmed  Diagnosis   Contact EMS  for Instrument  incineration  

OR places in  closed case cart  

Suspected or Confirmed TSE  Scheduled for Procedure or Surgery  

  Instruments run through  mechanical washer  

Mechanical  washer requires  an empty load  operation before  re - use  

Diagnosis  Completed     Cleared Diagnosis  

Instruments  quarantined in SPS  until diagnosis is  completed  

Manual Clean (use  all disposable PPE).  Any item unable to  clean is discarded for  incineration  

Carts Transported  to SPS  

OR covers and  drapes   instruments and  keeps instruments  moist  

  CJD  

Reprocess  instruments as  normal  

EMS incinerates  instruments  

Steam Sterilize  (Prevac 273 F for  18 minutes)  

  All procedures and  tissues are  considered High   Risk  



Infection Control Guidelines

Training Completion Certificate

By entering my signature below I confirm that I have read, understand, and accept the policy and procedure requirements detailed in the “Anatomic and Clinical Pathology Laboratories Infection Control Guidelines”

____________________________

_________________

SIGNATURE





DATE

_____________________________

Printed Name

If HCW has underlying renal disease, please consult Infectious Disease Physician for alternative regimen.





Preferred HIV PEP Regimen Raltegravir (Isentress; RAL) 400 mg PO twice daily


Plus


Truvada, 1 PO once daily (Tenofovir DF [Viread; TDF] 300 mg + emtricitabine [Emtriva; FTC] 200 mg)





ED MD – The Infectious Disease (ID) on call is available for consultation and assistance. If applicable, employee to be counseled regarding risk/ benefit of antiretroviral treatment (see box below).  Pharmacy to release 4 day supply to those who warrant treatment.  Employee to follow-up with Employee Health on 1st working weekday.  Employee to follow-up with supervisor.





Management of Bloodborne Pathogen Exposure








VAMC Paid Employee


Provider to order for source person testing – HBsAg, anti-HCV, and HIV antibody (House Supervisor/designee to obtain consent for source HIV testing*).  Rapid


HIV** may be ordered 7:30 AM  to 4:00 PM.


Order for employee testing anti-HCV,  HIV


antibody, and see attachment B for Hepatitis B exposure, obtain consent for HIV


testing and draw blood.





Trainees (students, residents, fellows), Visitors or Others (VAMC non-employee)


Provider to order for source person  testing – HBsAg, anti- HCV and HIV antibody (House Supervisor/


designee to obtain consent for source HIV testing*).  Rapid HIV ** may be ordered 7:30 AM to 4:00 PM.


Refer exposed person to their school , employer, or MD for follow-up AND to contact Occupational Health Nurse (ext 5270) for follow-up on source testing results.





VAMC Paid Employee


Provider to order for source person testing – HBsAg, anti-HCV and HIV antibody (House Supervisor to obtain consent  for source HIV testing*).  Rapid HIV** may be ordered 7:30 AM to 4:00 PM.


Order for employee testing anti-HCV,  HIV antibody, and see attachment B for Hepatitis B exposure, obtain consent for HIV testing and draw blood.





Trainees (students, residents, fellows), Visitors or Others (VAMC non-employee) to go to ED for source person lab to be ordered


Provider to order for source person testing –


HBsAg, anti-HCV and HIV antibody (House Supervisor/


designee to obtain consent for source HIV testing*).  Rapid HIV** may be ordered 7:30 AM to 4:00 PM.


Provide PEP if indicated for 4


days (no ID approval needed). If applicable, employee to be counseled regarding risk/ benefit of antiretroviral treatment (see box below).


Refer exposed person to their school, employer, or MD for follow-up AND to contact Occupational Health Nurse (ext. 5270) for follow-up on source testing results.





Day time – Monday through Friday 07:30 AM to 16:00 PM


Report to Occupational Health Unit or call 5270 immediately





After hours, Off-Tour, Holidays or Weekends Report to Emergency Department (ED) immediately





Wash exposure site with soap and water or flush mucous membrane site with water.


Report incident to supervisor before going to Occupational Health or ED





Employee Health to contact ED MD for evaluation of exposure.  If applicable, employee to be counseled (direct or by telephone) regarding risk/benefit of antiretroviral treatment (see box below) and prescription for antiretroviral drugs given initially for 4 days to those who warrant treatment.  Employee to follow-up with Employee Health and supervisor.





PEP is recommended for any HIV exposure or from a source patient for whom there is a reasonable suspicion of HIV infection. If antiretroviral treatment recommended;


Chemoprophylaxis to be administered as soon as possible following an exposure.


Obtain Employee Baseline labs:  Panel 5, CBC and, if appropriate, Pregnancy test.  Labs must be ordered in CPRS


Document decision to initiate prophylactic therapy.





Employee’s supervisor will enter the information into the electronic 2162 portion of the ASISTS program in VISTA.  All information regarding the incident, summary of results of follow-up actions after the exposure will be documented in the employee’s medical folder





A copy of the healthcare professional’s completed written opinion to be given to employee  within 15 days.


Employee to follow-up in Employee Health Unit and Labs, as applicable to be done as outlined in section 4 (3) of VAMC Memo No. 111-02 Bloodborne Pathogen Exposure Management Plan .





Postexposure management of health-care personnel after occupational percutaneous and mucosal exposure to


blood and body fluids, by health-care personnel HepB vaccination and response status





Health-care personnel status





Postexposure  testing





Postexposure


prophylaxis





Postvaccination


serologic testing†





Source patient


(HBsAg)





HCP testing


(anti-HBs)





HBIG*	Vaccination





Documented responder§ after


complete series (≥3 doses)





No action needed





Documented  nonresponder¶


after 6 doses





Positive/unknown





—**





HBIG x2


separated by 1 month





—





No





Negative





No action needed





the red light.  When a TB patient is admitted,  the nurse manager/designee  will notify Engineering to do an initial check to confirm negative  pressure.  The nurse manager/designee  will do daily checks and document same during  the duration  of the patients stay. Checks will be completed as follows;


Checks should be done as follows  by Engineering;





(b) If the rooms are not being used for patients who have suspected or confirmed  TB disease but potentially  could be used for such patients,  the negative  pressure should be checked monthly.


Checks should be done as follows  by the Nurse Manager/Designee;





(c) When occupied by a patient, room should  be checked daily with smoke tubes or other visual checks for negative  pressure.





(d) If pressure-sensing  devices are used in rooms occupied by patients with suspected or confirmed TB disease, negative  pressure should  be checked daily  by using smoke tubes or other visual checks (using  the installed  pressure vanes) and documentation  made that there is negative  pressure.
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